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as powerful as the narcotics 
in cough suppression... 
but much longer acting 


NON-NARCOTIC 
® 


Chlophedianol HCI 


SYRUP 


one teaspoontul affords ULO maintains its maximal cough-suppressant 
4 to 8 hours' freedom flect undiminished for 4 to 8 hours, thus calling 
for fewer daytime doses and usually providing free- 


from cough dist 
ug ees dom from cough distress through the night. 


notable safety There are no known contraindications. Free from 
the undesirable side actions of narcotics. Side effects 
such as nausea and transient dizziness occur 
infrequently. 


extensive clinical Used in thousands of patients with acute cough 
experience {rom any cause, ULO has proved as effective as 
narcotics but superior to them in duration of action. 


Write for Physicians’ Reference Brochure with full 


bibliography. 


Northridge, California 
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The high degree of clinical satisfaction 
which Vallestril provides in suppressing 
postpartum engorgement and lactation 
derives from its distinctive pharmaco- 
logic properties. Unlike other estrogenic 
agents, Vallestril is neither a steroid nor 
a derivative of stilbestrol. Since it is 
structurally unique, Vallestril is capable 
of producing a unique pattern of thera- 
peutic effects. 

This pattern combines a high order of 
estrogenic activity with a notably low 
incidence of withdrawal bleeding, drug- 
induced nausea or rebound engorge- 
ment of the breasts. Moreover, Vallestril 
does not inhibit normal postpartum 
involution of the uterus. 

These benefits have been reliably 
assessed. The Council on Drugs of the 
American Medical Association states: 
“Methallenestril causes fewer gastro- 
intestinal upsets than does diethylstil- 
bestrol.” Schneeberg and his associates 
report that the “slight bleeding” re- 


provides notable purity of action— 
singularly free from 

withdrawal bleeding, nausea or 
secondary engorgement 


corded in a study of 198 patients was 
“probably of no significance and was 
doubtless no more than would have 
occurred in these individuals without 
therapy.” And Shook found that 
Vallestril successfully prevents breast 
symptoms and lactation and “is not fol- 
lowed by secondary lactation and breast 
engorgement, does not result in with- 
drawal bleeding and does not inhibit 
normal involution of the uterus.” 

The recommended dosage of 
Vallestril, brand of methallenestril, for 
suppression of lactation is 40 mg. daily 
for five days, beginning as soon after 
delivery as practical. Vallestril is sup- 
plied as uncoated, unscored tablets of 
20 mg.—also as uncoated, scored tablets 
of 3 mg. 
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CHICAGO 80, ILLINOIS 
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CONSISTENT 
RESPONSE 


VAGINAL 
INFECTIONS 


85% success:'? Triburon Chloride —the clinically proven microbicide—provides rapid 
? symptomatic relief as well as control of trichomonal, monilial and non-specific vaginitis. 
In one study,’ discharge, itching and burning disappeared in 67 of 73 women after only 3 
or 4 applications; after two weeks, cultures were negative in 61 patients. Similar results 
were noted in another series of 55 women.? 


now available in two forms 


New TRIB VAGINAL SUPPOSITORIES provide the efficacy of Triburon Chloride in a 
water-soluble, self-emulsifying base that enhances dispersion and prolongs therapeutic 
effects, even in the presence of profuse discharge. TRIB VAGINAL SUPPOSITORIES 
are provided with reusable plastic applicators. 


Proven TRIBURON VAGINAL CREAM—white, nonstaining, virtually non-irritating to 
the vaginal mucosa, with no hint of medicinal odor. Disposable applicators are supplied 
with the cream. 


Indications: TRIB VAGINAL SUPPOSITORIES and TRIBURON VAGINAL - & 1M. 
CREAM for vulvitis and vaginitis due to Trichomonas vaginalis, Candida albicans, 

Hemophilus vaginalis as well as mixed infections; after cauterization, conization 

and irradiation; for surgical and postpartum treatment. Therapy may be continued r : 


during pregnancy and menstruation. 


Supplied: TRIB VAGINAL SUPPOSITORIES— Boxes of 24, with reusable applica- 
tor. TRIBURON VAGINAL CREAM—3-ounce tubes with 18 disposable applicators. 


contains Triburon Chloride 0.1% 
Consult literature for dosage requirements, available on request, before prescribing. Vaginal Cream & Suppositories 


—s ROCHE References: 1. N. Mulla and J.J. McDonough, Ann. New FORMERLY TRIBURON VAGINAL CREAM 
LABORATORIES York Acad. Sc., 82: (Art. 1), 182, 1959. 2. L. E. Savel, decisive microbicidal therapy ip a delicate matter 
mot ciotc not a nitrofuran 


Division of Hoffmann-LaRoche mc. D.B. Gershenfeld, J. Finkel and P. Drucker, Ibid., p. 186. 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures her the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


Delfen Preceptin’ 


vaginal cream vaginal gel 


PRESCRIBED WITH CONFIDENCE FOR SIMPLE, EFFECTIVE CONTRACEPTION 


*The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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Information for Contributors 


Contributions—The JourNAL OF THE AMERICAN MepicaL WoMEN’s AssOcIATION extends an invitation to the 
profession for original scientific articles, research, case reports, and review of medical literature; for articles of 
historical interest—especially those dealing with the status of women physicians; for biographies of women in 
medicine; and for any other material on subjects of special concern to women physicians. All manuscripts for 
publication, letters, and all communications relating to the editorial management of the JouRNAL OF THE AMERICAN 
Mepicat WoMEN’s AssociATION should be sent to the Editor at 1790 Broadway, New York City 19. 


Articles are accepted for publication with the understanding that they are original contributions never previ- 
ously published and are contributed solely to the JouRNAL oF THE AMERICAN MepicaL WoMEN’s AssociaTION. All 
manuscripts are subject to editorial modification and upon acceptance become the property of the JouRNAL oF 
THE AMERICAN MepicaL Women’s AssociaTIon. Material published in the Journat is copyrighted and may not 
be reproduced without permission of the Editor. Neither the editors nor the publishers nor the American Med- 
ical Women’s Association will accept responsibility for the statements made or opinions expressed by any con- 
tributor in any article or feature published in its columns 


Manuscripts—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 


author. The author’s full name, academic or professional titles and affiliations, and complete address must accom- 
pany manuscript. 


Illustrations and Tables—Illustrations must be in the form of glossy prints or drawings in black ink. On the 
back of each illustration the figure number, author’s name, and indication of the top of the picture must be 
given. Legends for illustrations should be typewritten in a single list, with numbers corresponding to those on 
photographs and drawings. The JourNAL oF THE AMERICAN MepicaAL WoMEN’s ASSOCIATION encourages the use 
of illustrations and will supply a reasonable number free of cost; special arrangements must be made with the 
Editor for excess illustrations or colored plates. The Editor is not responsible for the safe return of manuscripts 
and illustrations. All material supplied for illustrations, if not original, should be accompanied by references to 
the source and permission for reproduction from the owner of the copyright. Recognizable photographs of 
patients should carry with them written permission for publication. 


Each table should be typewritten on a separate sheet, numbered consecutively, and have a title. 


Quotations—Written permission must be secured from the author and publisher for quotation of more than 
500 words from one publication. Acknowledgement should be made on the page on which the quotation begins. 
For quotes of 100 to 500 words, the source should be given in the list of references. F 


References—References should appear at the end of the manuscript and not in footnotes. They should conform 
to the stvle of the Index Medicus. This requires, in the order given, Name of Author, title of article, and 
name of periodical, with volume, inclusive pages, month (and day of month if the journal appears weekly), 
and year. References should be numbered consecutively throughout the paper, listed in order by number 
from the text, and are not to exceed 20 except in special cases. 
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fast with 


TYLENOL 


she’s flying high now... her temperature and discomfort 
brought under control quickly with Tylenol® 


TYLENOL an effective pediatric antipyretic and analgesic 
acetaminophen 


remarkably free from toxicity” 
well viiihaan well tolerated by children’ 


- 4 and 12 fl. oz. bottles. 


TYLENOL ELIXIR—120 meg. (2 gr.) per 5 cc. 
TYLENOL DROPS—6o0 mg. (1 gr.) per 0.6 cc.; 


15 cc. bottles with calibrated droppers. 


| Mc NEIL | McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 


1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) as a Pediatric Antipyretic-Anaigesic, 


J.A.M.A. 160-1219 (Apr. 7) 1956 
2. Mintz, A. A.: Management of the Febrile Child, J. Ky. Acad, Gen. Pract. 5:26 (Jan.) 1959. 
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when learning behavior problems 
lags behind and disturb 
intelligence the family 


Caner-100 


Tablets containing 100 mg. deanol as the acetamidobenzoate 


e Improves alertness and lengthens 
attention span 


e Facilitates learning and improves 
scholastic performance 


e Improves social adaptability and 
makes for better integration 


e Decreases irritability and 
restlessness, improves family 
relationships 


Does not interfere with other 
indicated therapy 


Availability 


Scored pink tablets in bottles of 50. 
Write for descriptive literature 
and bibliography 


Northridge, California 
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in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


: Younger women with bacterial 
urethritis respond to the antibacte- 

rial, anesthetic and dilating effects 

of FURACIN Inserts (formerly FurR- 
ACIN Urethral Suppositories) con- 

taining nitrofurazone 0.2% and the 


local anesthetic diperodon-HC] 2% 
in a water-dispersible base. Each 


Ae suppository hermetically sealed in 
silver foil, box of 12. 4 
Older women respond to the es- . 

trogenic, antibacterial, anesthetic 

and dilating effects of FURESTROL 

Suppositories containing, in addi- 

tion to nitrofurazone and diperodon 

*HCl, diethylstilbestrol0.0077% (0.1 

mg.) which corrects postmeno- 

ey pausal urethritis at the cellular lev- 


el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


FURACGIN INSERTS and 
FURESTROL SUPPOSITORIES 
alleviate pain—simplify treatment 


EATON LABORATORIES, NORWICH, NEW YORK 
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Trancoprin 


acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) Tablets 


interrupts 
the pain cycle 
at 3 points 
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Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?:*>7 

The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,’ Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series, Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “... will 
prove a valuable and safe drug for the industrial physician.” 


No serious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.*° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—» spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 


The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 

3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 

1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 

Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective ~ 

Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
(T pal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(| Jnthovop LABORATORIES , New York 18, N. Y. 


Teancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 
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an 
added 
measure 
of 
protectionam 
for 
little 
patients 


aeainst relapse 
against “problem” 
pathogens 


DEMETHYLCHLORTETRACYCLINE 
pediatric drops 
syrup 


@ full antibiotic activity e lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,:bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./Ib./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/Ib./day—in four divided doses. . 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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WHEN 
PROGESTERONE THERAPY 
iS INDICATED... 


indications: amenorrhea + functional uterine 
bleeding +» endocrine infertility + habitual abortion 
* threatened abortion + dysmenorrhea + premenstrual 
tension 


Packaging: 5-mg. scored tablets, bottles of 30. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


(norethindrone, Parke-Davis) 


In gynecologic hormonal disorders, NORLUTIN 
is capable of producing a more physiological remedy 
than previously used progestogens or androgens by 
restoring the normal estrogen-progestogen ratio.* 


* Bishop, P. M. F.: Brit. M. J. 1:184, 1960. 
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200 E. Wells St., Milwaukee 


SPECIAL COMMITTEES 


LIBRARY FUND STUDY 
Rose V. Menendian, M.D. 
Evangeline E. Stenhouse, M.D. 
Katharine W. Wright, M.D. 


SCIENTIFIC ADVISORY COMMITTEE 


NGO OBSERVER TO UN OFFICE OF 
PUBLIC INFORMATION 

Kathleen Shanahan, M.D. 

411 Churchill Rd., West Englewood, N.J. 


ON TRAFFIC ACCIDENT PREVENTION 


Camille Mermod, M.D. 
294 S. Centre St., Orange, N.J. 
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ABBOTT 


Just one call ...and affairs of the day promptly cease. A scolding of dolls? They’re forgiven! 
An ambush of scouts? Let them wait! Business, and battles will keep. At least for the mo- 
ment, this Vi-Daylin moment, when children enjoy sweetness and lemon and golden candy 


in a spoon. A treat become a good health habit. Vi-Daylin. 


one of America’s most widely used children’s multivitamins \ ‘1-D A YLIN® 
© 1960, ABBOTT LABORATORIES 101025 


Vi-DAYLIN —HOMOGENIZED MIXTURE OF VITAMINS A, B;, B82, Bg, 8,2, C, AND NICOTINAMIDE, ABBOTT. 


q 
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ABBOTT 


WHAT'S THE MOST 
IMPORTANT THING TO YOU 
IN A CHILDREN’S MULTIVITAMIN? 


bas 


Formula? To be sure. But beyond that: The youngsters have to be willing to 
take it. And that’s the charm of Vi-Daylin®: The kids will ask for their daily 


vitamins. If you doubt it, try golden Vi-Daylin on your next “won’t taker”. 


Here are some of the ways you can give 
Vi-Daylin— 

Most kids will love it—and lick it—right 
out of the spoon 

The basic Vi-Daylin formula, of course, is 
a liquid, and comes in three bottle sizes— 
3 fl.oz., 8 fl.oz., and pints. 

Then, for the holdouts—spring the “secret 
weapon” (mom will like it, too) 

We're talking about the new pushbutton 
can, of course, For just a few cents more, 
mom can take home a 12 fl.oz. ‘Pressure 
Pak” —guaranteed to disarm little cynics 
and turn them into vitamin fans. 

For young sophisticates—an_ honest-to- 
goodness lemon-candy tablet 

And the nice thing is that it’s really Vi- 
Daylin—same wonderful lemony flavor, 
same formula. One —_ Dulcet® tablet 
equals one teaspoon of liquid Vi-Daylin, 
and the tablets are so “grown-up.” 

When they need mineral supplement as 
well 

ViDaylin-M provides all the essential 
vitamins plus seven valuable minerals. One 


teaspoon usually does the job—about '% 
the dosage you would have had to recom- 
mend before ViDaylin-M came along. 
And when a “therapeutic” dose is in- 
dicated 

Vi-Daylin-T® ‘is a high potency formula 
with the same lemony good taste as regu- 
lar Vi-Daylin. Especially high in vitamins 
B, and C. 

And remember: You can start the Vi- 
Daylin habit right in the first year 
Vi-Daylin Drops, with eight essential vita- 
mins in a delicious drops formula, have 
long been a standby in vitamin therapy 
frominfancy through the first year. In 15-cc., 
30-ce., and 50-ce. bottles with unbreakable 
calibrated dropper. 

Pre-Daylin® Drops—for infants who 
need vitamins A, C, and D only. Tasty 
drops formula available in 15- and 50-ce. 
bottles with calibrated dropper. 
VI-DAYLIN—Homogenized Mixture of Vitamins, A, D, Bi, Bz, Bs, 


Biz, C, and Nicotinamide, Abbott. 
Vi DAYLIN-M—Homogenized Mixture of Vitamins with Minerals, 
Abbo 


DULCET—Sweetened Tablets, Abbott. 
PRE-DAYLIN—Vitamin A, C, and D Drops, Abbott. 
VI DAYLIN-T—High Potency Multivitamins, Abbott. 
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iy. 7 Stelazine’ helps restore 


brand of trifluoperazine 


emotional stability without 


soporific effect 


“The particular advantage of ‘Stelazine’ as compared with 
many other ataractic drugs is that in low dosage there is almost 
complete freedom from side effects. . . . The lack of drowsiness 
and the feeling of alertness commended the drug to patients 


who could thus continue in their normal occupations.””! 


| ‘Stelazine’ has been used as a tranquilizer in more than 
| 2,000,000 patients. A specific anti-anxiety agent, ‘Stelazine’ 
works equally well in both agitated and hypoactive patients. 
For use in everyday practice: 1 mg. and 2 mg. tablets, in 
bottles of 50 and 500. N.B.: For complete information on 


dosage, side effects, cautions and contraindications, see 


Physicians’ Desk Reference before prescribing. 


1. Bram, G.: The Treatment of Psychoneurotic Conditions with Trifluoperazine, 
Brit. J. Clin. Pract. 14:107 (Feb.) 1960. 


Smith Kline & French Laboratories 


SK leaders in psychopharmaceutical research 
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TO TREAT 


RESPIRATORY 
INFECTIONS 


JUDICIOUSLY ----- 


AG 
é 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


Consistent dependable a. response through 
maximal absorption, maximal serum concentration and 
longer duration of inhibitory antibiotic levels for less 
susceptible organisms. 

Available as Maxipen Tablets, 125 mg. and 250 mg.; 
Maxipen for Oral Solution, 125 mg. per 5 cc. of recon- 


stituted liquid. Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to 
include many staphylococci resistant to one or more of 
the commonly used antibiotics—narrows the spectrum 
of side effects by avoiding many allergic reactions and 
changes in intestinal bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral 
Suspension, 125 mg. per 5 cc.; Tao Pediatric Drops, 
100 mg. per cc. of reconstituted liquid; Intramuscular 
or Intravenous as oleandomycin phosphate. Other Tao 
formulations also available: Tao®-AC (Tao, analgesic, 
antihistaminic compound) Tablets; Taomid® (Tao with 
Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer's line of fine pharmaceutical products 


New York 17, N. Y., Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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American Medical Womens Association. Inc. 
BRANCH OFFICERS, 1960-1961 


ONE, WASHINGTON, D.C. 

President: Charlotte Patricia Donlan, M.D., 10000 
Woodhill Rd., Bethesda 14, Md. 

Secretary: Gloria Grimes Cochran, M.D., 3706 Curtis 
Ct., Chevy Chase 15, Md. 

Membership Chairman: Maxine Schurter, M.D., 2700 
Q Street, N.W., Washington, D.C. 

Meetings: First Tuesday, October through May. 


TWO, CHICAGO, ILLINOIS 

President: Bertha L. Isaacs, M.D., 670 N. Michigan 
Ave., Chicago 11. 

Secretary: Leona R. Fordon, M.D., 1944 Euclid, Ber- 

wyn, Ill. 

Membership Chairman: Gertrude Engbring, M.U.. 
4753 Broadway, Chicago 40. 

Meetings held monthly. 


THREE, MARYLAND 
President: Elizabeth Acton, M.D. 800 Cathedral St., 
Baltimore 1. 
Secretary: Ruth Allen, M.D., 1261 E. Belvedere Ave., 
Baltimore 12. 
Meetings held first Thursday of month. 


FOUR, NEW JERSEY 


President: Hilda C. Fliegel, M.D., 126 Gifford Ave., 
Jersey City. 

Secretary: Kathleen Shanahan, M.D., 411 Churchill 
Rd., West Englewood. 


Membership Chairman: Ella Coughlan, M.D., 10 Oak- 
wood, Orange. 


FIVE, PORTLAND, OREGON 


President: Miriam Luten, M.D., Medical Dental Bldg., 
Klamath, Oregon. 

Secretary: Dorothy Vinton, M.D., 2455 N.W. Mar- 
shall, Suite 5, Portland 10. 

Dinner meetings held every two months, with a sym- 
posium on scientific topics of general interest. 


SIX, OMAHA, NEBRASKA 
President: Aileen Mathiasen-Sciortino, M.D., 6 Hall 
St., Council Bluffs, lowa. 


Secretary: Louise M. Camel Farrage, M.D., 478 Elm- 
wood, Council Bluffs, Iowa. 


EIGHT, NEW ORLEANS, LOUISIANA 


President: Georgiana J. von Langermann, M.D., 1430 
Tulane Ave., New Orleans. 


TEN, WISCONSIN 


President: Mary Hall, M.D., 4042 N. Wilson Drive, 
Milwaukee 11. 


ELEVEN, SOUTHWESTERN OHIO 


President: Ruth C. Ferris, M.D., 9360 Montgomery 
Rd., Cincinnati 20. 
Secretary: Mary M. Martin, M.D., 3035 Clifton Ave., 
Cincinnati 20. 
Meetings held second Tuesday, September, November, 
January, March, May. 
(Continued on Page 30) 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 


1790 Broadway 


New York 19, N.Y. 


APPLICATION FOR JUNIOR MEMBERSHIP 


(Please Print or Type) 


Address (Present) 


Address (Permanent) 


eee 


(Please check address to which Tue JourNnaL and AMWA correspondence are to be mailed.) 


Medical School 


Place of expected internship .............-.+++ 


Date and place of birth 


eee 


Junior membership does not require payment of dues. 
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‘sone. 
feels like 
new 
Woman 


basic therapy in vaginitis eliminates symptoms 
-itching burning leukorrhea malodor destroys 
pathogens: Trichomonas vaginalis - Candida (Mo- 
nilia) albicans - nonspecific organisms...alone or 
in combination has these advantages: high rates 
of clinical and cultural cures - effectiveness even 
in menstrual blood and vaginal debris: safe and 
nonirritating to delicate inflamed tissue - esthet- 
ically acceptable with no disagreeable staining 


/ 


» EATON LABORATORIES 
en) )) Division of The Norwich Pharmaca 1 Company 
NORWICH, NEW YORK 
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Each tablet contains: 

Provera (medroxyprogesterone acetate) 2.5 mg. 
Cardrase (ethoxzolamide) 

Levanil (ectylurea) 


DOSAGE: 1 tablet 1 or 2 times daily, 5-10 days 
before the period. 


THE UPJOHN COMPANY / KALAMAZOO, MICHIGAN 


GETS THE PROBABLE 


to restore hormonal balance... 


corrective therapy Because Cytran contains the new 
progestin, Provera,t you can now reach the probable cause 
of premenstrual tension—hormonal imbalance. Estrogen- 
progesterone ratio is adjusted to more normal pre- 
menstrual balance. Thus even abdominal discomfort, 
shakiness, fatigue—symptoms incompletely controlled by 
mere symptomatic treatments —are effectively relieved. 


to comfort the patient... 


symptomatic therapy An effective diuretic 
(Cardraset) and a mild tranquilizer (Levanil') afford 
symptomatic relief while Provera works to effect a res- 
toration of hormonal balance. They also supplement the 
activity of Provera in those rare cases where restoration 
of hormone balance does not completely eliminate edema 
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paves 


A rational approach to the treatment of iron deficiency ‘vc 
sustained, timed action releases the bulk of the iron 1 ‘ve 4 
duodenum-jejunum and some in the ileum, closely apo >» - 
mating the normal sequence of absorption of medicinal ron. 
The possibility of G. 1 irritation is reduced because ferrous 
fumarate is an improved, better tolerated iron, and concen. 
tration of iron is not unduly high atany point. FERRO-SEOUFLS 
also contain dioctyl sodium sulfosuccinate which helps so'ten 
stools for easier elimination. 4 


Each two-tone, green FERRO-SEQUELS contains: 
Ferrous fumarate (equivalent to 50 mg. elemental iron). 150 mg. 
Diocty! sodium sulfosuccinate 100 mg. 
Dosage: 1 or 2 SEQUELS daily. Supplied: Botte of 30. : 


1. Goodman, L.S., and Gilman, A.: The Pharmacologic Basis of Therapeutics, Second a j 
Edition, The Macmillan Company, New York, 1955, pp. 1454-5. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY,Pearl River,New Yor. @ 
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to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency; antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other ; 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 

Trichotine in the office and prescribe it for home irriga- 

The ion, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 
detergent 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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American Medical Women’s Association, Inc. 
BRANCH OFFICERS, 1960-1961 


(Continued from Page 24) 


TWELVE, COLUMBUS, OHIO 
President: Dorothy Falkenstein, M.D., 81 S. Fifth St., 
Columbus 15. 


Secretary: Helen P. Graves, M.D., 350 E. Broad St., 
Columbus 15. 


THIRTEEN, SAN DIEGO, CALIFORNIA 
President: Dorothea Mankin, M.D., 510 Third Ave., 
Chula Vista, Calif. 


Secretary: Janet Gilman, M.D., 833 Fairway Ct., Chula 
Vista, Calif. 


Meetings held every other month on third Wednesday 
from September through May 


FOURTEEN, NEW YORK, NEW YORK 
President: Julia V. Lichtenstein, M.D., 2 W. 87th 
St., New York City. 


Secretary: Helen J. Neave, M.D., 140 E. 54th St. 
New York City. 


Membership Chairman: Estelle DeVito, M.D., 301 E. 
21st St.. New York 10. 


FIFTEEN, CLEVELAND, OHIO 
President: Ymkje M. Van Erp, M.D., The Cornerstone, 
Berkshire Hills Drive, R.D. 4, Willoughby, Ohio. 


Secretary: Elisabeth B. Ward, M.D., Cleveland Clinic, 
2020 E. 93, Cleveland 6. 


SIXTEEN, PITTSBURGH, PENNSYLVANIA 
President: Marita D. Kenna, M.D., 4740 Liberty Ave.. 
Pittsburgh 24. 


Secretary: Vera Barzd, M.D., Mayview Hospital, 
Mayview, Pa. 


EIGHTEEN, NEW YORK STATE 
President: Lois J. Plummer, M.D., 131 Lynwood Ave., 
Brooklyn 9. 


Secretary: Harriett E. Northrup, M.D., 213 E. Sixth 
St., Jamestown. 


Membership Chairman: Marguerite P. McCarthy- 
Brough, M.D., 1811 W. Genesee St., Syracuse. 


NINETEEN, lIOWA 
President: Dorothy Forsythe, M.D., Newton. 
Secretary: Rosalie Turner, M.D., Nashua. 


Meeungs held each Apmi, in cuonjuncuun with state 
medical meenng. 


TWENTY (BLACKWELL), DETROIT, 
MICHIGAN 


President: Brita R. McLean, M.D., 755 University Place, 
Grosse Pointe 3, Mich. 


Secretary: Avis M. Olson, M.D., 13798 Mecca, Detroit 
27. Meetings held five times a ycar. 


TWENTY-THREE, LOS ANGELES, 
CALIFORNIA 

President: Elizabeth Larsson, M.D., 1700 Brooklyn 
Ave., Suite 202, Los Angeles 33, Calif. 

Secretary: Edith Shepard, M.D., 1014 So. Spaulding, 
Los Angeles, Calif. 

Membership Chairman: Elizabeth Mason-Hohl, M.D., 
1234 Vermont Ave., Hollywood, Calif. 


TWENTY-FOUR, KANSAS 
President: Mary T. Glassen, M.D., Phillipsburg. 
Secretary: Ruth P. Spiegel, M.D., Formosa. 
Next meeting will be held on call. 


TWENTY-FIVE, PHILADELPHIA, 
PENNSYLVANIA 
President: Emily Van Loon, M.D., 1930 Chestnut St., 
Philadelphia, Pa. 
Secretary: Margaret Gray Wood, M.D., 6386 Church 
Road, Philadelphia 31. 
Meetings held three times a year. 


TWENTY-SIX, MINNESOTA 
President: Della G. Drips, M.D., Oronoco. 


Secretary: Nellie N. Barsness, M.D., 540 Lowry Medi- 
cal Arts Bldg., St. Paul. 


TWENTY-NINE, ATLANTA, GEORGIA 


President: Dorothy Brinsfield, M.D., 1123 Gordon St., 
S.W., Atlanta 10. 

Secretary: Shirley L. Rivers, M.D., Veterans Adminis- 
tration Hospital, 4158 Peachtree Rd., Atlanta 19. 
Membership Chairman: Dorothy Jaeger-Lee, M.D., 

3825 Wieuca Rd., N.W., Atlanta 5. 
Meetings heid third Thursday monthly, except June, 
July, and August. 


THIRTY, UPPER CALIFORNIA 


President: Ruth Fleming, M.D., 490 Post St., San 
Francisco. 

Secretary: Claire Klausner, M.D., Stanford Universi- 
ty Hospital, Clay and Webster streets, San Fran- 
cisco 15. 


THIRTY-ONE, MISSISSIPPI 
President: Rlanche Lockard, M.D., 838 Lakeland Drive, 
Jackson. 
Secretary: Julia H. Box, M.D., Newton. 
Membership Chairman: Gussie R. Higgins Carr, M.D., 
416 Claiborne Ave., Jackson. 


THIRTY-TWO, WESTERN 
NORTH CAROLINA 
President: Ethel Brownsberger, M.D., 75 Henderson- 
ville Rd., Biltmore. 
Secretary: Louise Galloway, M.D., 25 Arthur Rd., 
W. Asheville. 
(Continued on Page 32) 
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C ontrol hemorrh; age promptly & safely 


in Gynecologic Bleeding 


with INTRAVENOUS 


the physiologic hemostat 


Rapid control of functional uterine bleeding with 
“Premarin” Intravenous is especially valuable in the ex- 
sanguinated patient and in young girls when curettage 
is not feasible.! ““The acutely hemorrhaging patient 
can also be benefited by intravenously administered 
estrogen, no matter what the underlying cause, by pre- 
venting further shock and tiding the patient over... .””? 


Over 1,500,000 “Premarin” Intravenous injections 
have been given to date without a single report of 


31 


toxicity — to control spontaneous hemorrhage, and to 
minimize blood loss during and after surgery. 


“Premarin® Intravenous (conjugated estrogens, 
equine) package contains one “Secule’ providing 20 
mg., and one 5 cc. vial sterile diluent. (Dosage may 
be administered intramuscularly to small children.) 


1. Randall, L. M. 2. Reich, W. J., Rubenstein, M. W., Nechtow, M. J., 
and Reich, J. B. (literature available on request). 


AYERST LABORATORIES 
New York 16,N. Y. Montreal, Canada 
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American Medical Women’s Association, Inc. 
BRANCH OFFICERS, 1960-1961 


(Continued from Page 30) 


THIRTY-THREE, MIAMI, FLORIDA 


President: Ella M. Hediger, M.D., 560 N.E. 71st St, 
Miami. 

Secretary: Malissa Browning, M.D., 158 Almeria Ave., 
Coral Gables, Fla. 


THIRTY-FOUR, ARKANSAS 
President: Elizabeth D. Fletcher, M.D., 705 Donoghey 
Bldg., Little Rock. 


Secretary: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


THIRTY-FIVE, PUERTO RICO 


President: Maria I. Robert de Ramirez de Arellano, 
M.D., 312 Professional Bldg., Santurce. 

Secretary: Lydia G. Montalvo, M.D., P.O. Box 1786 
UPR., Rio Piedras. 


THIRTY-SIX, ALAMEDA COUNTY, 
CALIFORNIA 


President: Miriam Rutherford, M.D., 2929 Summit 
St., Oakland. 


Secretary: Dorothy McDonald, M.D., 2490 Channing 
Way, Berkeley. 


THIRTY-SEVEN, SEATTLE, WASHINGTON 

President: Bernice Sachs, M.D., 200 15th Ave. North, 
Seattle. 

Secretary: Evelyn Harris, M.D., 200 15th Ave. North, 
Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 
President: Phyllis Walker, M.D., 1703 Termino Ave., 
Long Beach. 


Secretary: Geraldine Stramski, M.D., 1777 Bellflower 
Blvd., Long Beach. 
(Continued on Page 82) 


AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. | 
APPLICATION FOR MEMBERSHIP 


(Please print as it should appear in the directory.) 
(Please check address to which Tue JournaL and AMWA correspondence are to be mailed.) 
Year of Graduation ............. 
Certification by American Board of......... 
Public Health, Government, or Industrial Appointments 


Check membership desired: 


(1) Life-Dues $200 (May be paid in two installments in two consecutive years) 
() Active-Dues $10 per annum (Branch dues not included in active membership dues and are 


payable to branch treasurer) 
Associate-No dues 


[] Junior-No dues 
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A new method 
for the retention of 
vaginal medication 


Tassette, the menstrual cup, prevents loss or leakage 
and assures complete retention of medications 
instilled in the vagina for treatment of cervical or 
vaginal disorders.! 


Tassette fits anatomically at the introitus. Not 
a diaphragm, Tassette insures that the mucosa Tassette is made of soft rubber, and is worn with 
of the entire vagina and cervix is bathed with fi ‘call 
nendieation. complete comfort and safety. It fits anatomically at 
the introitus, sealing off the vagina, and guaranteeing 
the retention of the therapeutic agent. As the patient 
moves about, the walls of the vagina and the cervix 
are constantly bathed with medication making treat- 
ment more effective. It is the only way in which 
prolonged vaginal medication can be accomplished 
with a single application. 


Tassette is also used for the collection of vaginal se- 
cretions in diagnostic procedures.? A special adap- 
tation of Tassette is a device suitable for the treatment 
of vesicovaginal fistula.? 


Tassette can also be used for internal menstrual 
control.t It eliminates napkins or messy tampons. 
Embarrassing odor is prevented, and labial irritation 
does not occur. It is safe, convenient, comfortable, 
and far more economical than napkins or tampons. 


1. Karnaky, K.J., Tri-State Med. Journal, June, 1960 

2. Schaefer, George, Clin. Obst. & Gynec., June, 1959 
3. Burrus, Swan, Jr., Am. J. Obst. & Gynec., Aug., 1960 
4. Liswood, R., Obst. & Gynec., May, 1959 


Tassette is made of soft rubber and mo.ds i:- Tassette, Inc. M-13 | 
self in conformity with body movements for 170 Atlantic Square, Stamford, Conn. | 
complete comfort and safety. Please send me ........ Tassettes at the introductory 


price of $3.50 (regular price $4.95). Enclosed is $....... 
O Cash Check Money Order | 
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postoperative nausea \in diabep 

| genitourmary infections in 

myocare ifarction in drt | 

in acute viral infections \in duod 
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) CAPSULES 


safe and soun 


Against nausea there’s nothing more effective or, for that matter, quite 
so safe as Tigan. Tigan has one demonstrable pharmacologic property: it 
blocks emetic impulses, primarily by direct action at the chemoreceptor 
trigger zone (CTZ) of the medulla. Tigan thus stops active vomiting as 
effectively as it prevents nausea and emesis. There are no special 
precautions, no known contraindications for Tigan. A single chemical 
compound, Tigan is not a converted antihistamine, tranquilizer or seda- 
tive—and may be used even where older antiemetics are contraindicated. 


USUAL DOSAGE 

ADULTS — Capsules: The usual dosage is 100 mg to 250 mg, three or four times daily. In nausea 
and vomiting of pregnancy, one 250-mg capsule at bedtime and one immediately upon awakening. 
In severe cases this dose may be repeated up to a total of three or four capsules daily. 


Intramuscular Injection: 200 mg (2 cc), one to four times daily. 
Suppositories: 200 mg (one suppository), three or four times daily. 
CHILDREN — Capsules: For children 30 to 90 pounds, one 100-mg capsule, three or four times daily. 


Intramuscular Injection: Under 30 pounds, 50 mg (% cc) ; 30 to 60 pounds, 100 mg (1 cc) ; 60 to 
90 pounds, 150 mg (1% cc) —one to four times daily. 

Suppositories: Under 30 pounds, 100 mg (% suppository) ; 30 to 90 pounds, 100 mg to 200 mg 
(% to 1 suppository) — three to four times daily. 

Note: There are no known contraindications or special precautions to be taken with Tigan 
therapy. Because Tigan has no sedative or tranquilizer properties, it is not necessary for patients 
to refrain from operating an automobile or other mechanical equipment while on Tigan medication. 
Packages: Capsules, blue, 250 mg—bottles of 50. Also available as: 100 mg capsules, blue and 
white. Ampuls, 2 ce (100 mg/cc). Vials, 20 cc (100 mg/cc). Suppositories, 200 mg. 


TIGAN® Hydrochloride — 4-(2-dimethylaminoethoxy)-N-(3,4,5-trimethoxybenzoy!) benzylamine hydrochloride 


ROCHE 


LABORATORIES 
Ny) Division of Hoffmann-La Roche Inc. 
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relief BB When inflammation is present, Darvon® combined 
with A.S.A.® Compound reduces discomfort to a 


f m pain, greater extent than does either analgesic given alone. 


| fever, 
and inflammation 


DARVON” COMPOUND and 
DARVON COMPOUND-65 


. combine the analgesic advantages of Darvon 
with the antipyretic and anti-inflammatory benefits 
of A.S.A. Compound. Darvon Compound-65 con- 
tains twice as much Darvon as regular Darvon Com- 
pound without increase in the salicylate content or 
size of the Pulvule®. 


Formulas: 
Darvon Compound Darvon Compound-65 


162mg. . . . . . . Acetophenetidin. . 162 mg. 


Usual Dosage: 

Darvon Compound: 1 or 2 Pulvules three or four times daily. 
Darvon Compound-65: 1 Pulvule three or four times daily. 


Darvon® Compound (dextro p yph and tyisalicylic acid d, Lilly) 
Darvon® (dextro propoxyphene hydrochloride, Lilly) 

A.S.A.® Compound (acetylsalicylic acid, tophenetidin, and caffeine, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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Chlordiazepoxide (Librium) in the 
Treatment of Strabismus: 
a Preliminary Report 


Mary C. Fletcher, M.D. 


Up to pate, drugs have been of little value 
as an effective nonsurgical means of correcting 
strabismus. For several years,t we have been 
investigating potential adjuncts to the treat- 
ment of squint, and have had indifferent re- 
sults with the use of drugs belonging to the 
sedative, tranquilizing, anticonvulsant, and 
muscle relaxant groups. 

Krimsky? reports some success with the 
administration of atropine and _ pilocarpine; 
Guibor*® advocates the use of atropine alone 
for esotropia and convergence excess. In chil- 
dren 6 years old and older, Costenbader* has 
found “considerable satisfaction” with cyclo- 
pentolate (Cyclogyl) hydrochloride with or 
without homatropine. 


* Trademark of Hoffman-La Roche, Inc., Nutley, 
N.]J. 
*With the assistance of Mrs. Barbara A. Smith. 


Dr. Fletcher is Assistant Professor of 
Ophthalmology, Baylor University Col- 
lege of Medicine, Houston, Texas. 
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The most encouraging results in the treat- 
ment of esotropia have been obtained, how- 
ever, by the use of DFP (isofluorophate) and 
it is this drug that we have used routinely. 
Costenbader® has reported the use of DFP in 
more than 300 patients seen in his office; he 
explains the rationale for the use of miotics as 
follows: “. .. since accommodative effort 
(which must be mediated by the central 
nervous system) induces convergence, the 
use of a drug which accomplishes accommo- 
dation peripherally or with less central effort 
would allow for less accommodative conver- 
gence.” His premise is pertinent to the use of 
the new compound chlordiazepoxide (Libri- 
um), for this, too, acts upon the central 
nervous system. Costenbader® administered 
tranquilizing drugs to patients with hyperki- 
netic esotropia and he stated that “they offer 
some hope for improvement.” 

Miller® recently tried three other cholines- 
terase inhibitors in 38 patients with accom- 
modative esotropia. He used 2chothiophate 
iodide, demecarium bromide. ind a German 
drug, Mintacol. In a comparative study with 
DFP, he found these coinpounds equally 
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TABLE I 
Improvement in Patients Treated with 
Chlordiazepoxide (Uncontrolled Study) 


No 
Strabismus Type Imp Improvement Worse Total 
Esophoria-tropia 14 19 0 33 
Exophoria-tropia 1 3 0 
Hyperphoria-tropia 0 2 0 2 
Toral 15 24 0 39 


effective, with the added advantage that there 
were no such side effects as are often pro- 
duced by DFP, namely, iris cysts, severe 
headache, and keratitis. In addition, Miller 
found the water-soluble factor in these newer 
drugs a great advantage. In his experience, 
he found that patients develop tolerance to all 
miotics after prolonged use, and a change of 
medicaments often brings about a fresh cycle 
of improvement. 

Our initial experience with the use of chlor- 
diazepoxide was in a patient with very early 
intermittent exotropia who, after 6 months of 
chlordiazepoxide therapy alone, now has a 
comfortable exophoria. The results in this 
present study are best in the esophoria-tropia 
and esotropia groups. Only one patient with 
a purely accommodative esotropia has been 
studied to date; this is an adult who was 
placed on chlordiazepoxide for cosmetic pur- 
poses. She became esophoric without correc- 
tion on 40 mg. daily. 

Since the preliminary reports on the use of 
chlordiazepoxide seemed to indicate the pos- 
sibility of its effectiveness in a wide area, and 
because of the rather surprising result of its 
efficacy in our case, a double-blind study of 
its effect on a selected group of 100 patients 
with strabismus was undertaken. The results 
thus far are of such interest that they warrant 
a report on the first 51 cases. An additional 
39 patients have been observed but not 
studied in detail (Table 1). 


MATERIAL AND METHODS 


The patients selected for treatment had a 
heterotropia or heterophoria-tropia; those 
with heterophoria were excluded. Costenba- 
der’s® classification has been used with few 
exceptions. Progressive childhood esotropia 
with onset at from 6 months to 3 years, is the 
most common type of strabismus; it worsens 
progressively over a period of months or 
years, resulting in a constant large esotropia. 
These are largely incomitant, associated with 
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a varying degree of vertical anomaly. This 
one category comprises the individual classi- 
fications as used by Costenbader, namely, 
mixed accommodative and nonaccommoda- 
tive, comitant tonic acquired, comitant me- 
chanical, and incomitant paretic esotropias. 
Those patients designated as hypoaccommo- 
dative have residual nonaccommodative eso- 
tropia but show no signs of progression. 


TABLE II 
Maintenance Dose of Chlordiazepoxide 

No. of 
Patients Mg./Kg. 

4 0.5 

3 0.75 

5 1 

4 1.25 

4 1.5 

17 1.75 

14 2 

Total 


In the experimental group there were 39 
patients with esophoria-tropia, 6 with exo- 
phoria-tropia, and 6 with hyperphoria-tropia. 
All of the patients possessed potentially nor- 
mal sensory mechanisms, that is, the condition 
of those under the age of 3 vears was alter- 
nating, with presumed equal vision and nor- 
mal abilitv to fuse. All patients over 3 vears 
of age exhibited equal vision with amblyo- 
scopic evidence of fusion, grade I and/or II, 
at their objective angle, and at least 5 prism 
diopters of amplitudes. We felt that these cri- 
teria were necessary, in strabismus, to estab- 
lish measurable effects of drug therapy di- 
rected toward the central nervous system. 

Of the 51 patients, there were 20 boys and 
31 girls. Their ages ranged from 10 months 
to 11 years, with an average age of 5 years. 

Many of the patients had had previous 
treatment with surgery, orthoptics, pleoptics, 
DFP, and/or eyeglasses. Excluded from the 
study were those patients who showed evi- 
dence of recent improvement. All existing 
treatment was continued throughout the ex- 
periment with the exception of orthoptics; 
muscle exercises were discontinued. 

The children selected for treatment with 
chlordiazepoxide were put into two groups 
alternately. Their placement and medication 
were known only to the one who controlled 
the study. The patients in group “A” were 
given chlordiazepoxide for 4 weeks, then a 
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TABLE III 
Improvement in Patients Treated with 
Chlordiazepoxide* (Controlled Study) 


N 
Strabismus Type Improvement Sanemenens Worse Total 
Esophoria-tropia 18 21 0 39 
Exophoria-tropia 0 5 
Hyperphoria-tropia 0 6 0 6 
Total 18 32 1 51 


* Half of the time during the study each patient 
received a placebo, and none showed improvement 
during this period. 

** See text. 


placebo for 4 weeks. Those in group “B” 
were given a placebo for 4 weeks, followed 
by chlordiazepoxide for 4 weeks. Since the 
status of each patient was known before and 
after treatment, each served as his own con- 
trol. All of the children were examined by an 
ophthalmologist and an orthoptic technician 
prior to treatment and weekly thereafter dur- 
ing the eight week course, and their records 
were kept separately. No information was di- 
vulged until the end of the eight week period, 
at which time each case was evaluated. To 
reach a composite or average picture of re- 
sults, the measurements taken by the ophthal- 
mologist and the orthoptist were combined. 
If disagreement existed, the measurements 
taken were considered inaccurate and that 
case was rated a failure. 

Chlordiazepoxide was given in divided 
doses three times daily, beginning with 1 
mg./Kg. and increasing to 2 mg./Kg. If side 
effects occurred, the dosage was then re- 
duced by 5 mg. or 10 mg. and administered 
for the prescribed period. The distribution of 
the dosage is shown in table II. 

The criteria selected to denote improve- 
ment in these patients were: (1) determina- 
tion of their phoria and tropia status by cover 
test; (2) objective measurement of this devia- 


diopters; (3) objective and subjective meas- 
urement of their convergence and divergence 
amplitudes, using the prism bar—all of these 
amplitudes are given from zero (relative con- 
vergence and divergence); (4) objective and. 
subjective measurement of their deviation on 
the amblyoscope—all patients were required 
to have identical objective and subjective 
angles; and (5) convergence and divergence 
amplitudes on the amblyoscope, indicated 
from their angle of deviation (total conver- 
gence and divergence). 


RESULTS 


There was a definite improvement in the 
strabismus in 18 of the 51 patients under 
chlordiazepoxide therapy. They all were in 
the group of 39 patients with esophoria-tropia 
and esotropia. The improvement rate for this 
type of strabismus was, therefore, 46 per cent 
(Table III). 

In group A, in which the patients received 
chlordiazepoxide for the first four week 
period, there was some carry over of im- 
provement lasting one to two weeks into the 
second four week period when a placebo was 
administered. There was no essential variation 
in the weekly measurements of the children 
in group B—who were given a placebo for the 
first four week period. In all but three pa- 
tients, the maximal improvement was noted 
after one week on chlordiazepoxide. Of these 
three, one showed maximal improvement at 
two weeks; another, at three weeks; and the 
third child, although having shown maximal 
improvement at one week, was rated as un- 
improved because the improvement subse- 
quently decreased. 


tion by prism and cover, expressed in prism TABLE V 
Types of Improvement in Esophoria-Tropia with 
TABLE IV Chlordiazepoxide 
Improvement in Types of Esophoria-Tropia Improvement in Improvement No Improvement Total 
Prism and Cover in Fusional in Fusion 
Improvement NoImprovement Total (Prism Diopter ) * Amplitudes 
Progressive Childhood 5-10 2 5 7 
Esotropia 9 9 18 10-15 4 2 6 
Hypoaccommodative 5 J 10 15-20 5 0 5 
Congenital 2 3 5 >20 0 mm 0 
Old Esotropia 3 Total 7 13 
Hyperkinetic 0 2 2 3 
Convergence Excess 1 0 1 * An additional 5 patients showed improvement in 
Total Ta 7] 390° prism and cover measurements but the ophthalmolo- 
gist and the orthoptist disagreed, and these cases 
*See text. were discarded. 
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Thirty-two of the patients were judged as 
unimproved. One patient with a primary in- 
termittent exotropia with secondary conver- 
gence insufficiency was considered as wors- 
ened by chlordiazepoxide treatment. During 
her four weeks on chlordiazepoxide she lost 
her convergence amplitudes and developed a 
frank exotropia, both distance and_ near. 
When chlordiazepoxide was discontinued, 
she again showed an intermittent exotropia. 

The esophoria-tropia type of strabismus 
thus far has proven to be the most amenable 
to drug therapy (Table III). Table TV shows 
the response of this group by diagnostic cate- 
gories. The single case of “old esotropia” 
(which improved under chlordiazepoxide 
therapy), was a 74% year old girl, who was 
first seen by us 1% years ago. She had had al- 
ternating esotropia of 70 prism diopters dis- 
tance and near. After resection of the lateral 
and retroplacement of the medial recti of 
the left eye, she still had a partially accom- 
modative esophoria-tropia. Prior to chlordi- 
azepoxide therapy, orthoptic exercises had 
been given for 5 months, with no improve- 
ment after the first 3 months. After two 
weeks on chlordiazepoxide, she became ortho- 
phoric with eyeglasses, and increased her am- 
plitudes of fusion spontaneously (Table VI, 
case 2). 

Table V shows the improvement noted in 
the 18 patients, correlating their degree of 
prism and cover improvement and improve- 
ment in fusional amplitudes. There was a cor- 
relation between degree of horizontal im- 
provement and improvement in fusional am- 
plitude. Eleven patients gained in both func- 
tions while 7 improved only in prism and 
cover measurements. 

A detailed report of each of the 18 patients 
who benefited from the use of chlordiaze- 
poxide is presented in table VI. The scope 
and functions of this drug cannot be based 
definitively on the results obtained in so 
small a group, but various indications are 
worthy of note. Case 7, a 10 month old girl, 
who was operated on for strabismus fixus 
at 5 months of age, had been receiving DFP 
without benefit before our study began. After 
the eight week period, both chlordiazepoxide 
and DFP were administered and the eyes are 
fusing continuously. A dramatic effect of the 
drug was noted in case 16; this was a 44 
year old girl who had been under observation 
for 2 years. She had paresis of both the su- 
perior recti and superior oblique muscles; this 
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disappeared when chlordiazepoxide was ad- 
ministered and recurred when the drug was 
discontinued. 

Several of the patients, or their families, 
gave distinct evidence of their liking for 
chlordiazepoxide. When it was replaced by a 
placebo in a 5 year old boy with progressive 
childhood esotropia, his parents refused to 
continue the placebo and he was put back on 
chlordiazepoxide (Case 7). A girl of 3% 
years with hypoaccommodative esotropia be- 
came so irritable a week after withdrawal of 
chlordiazepoxide, her parents requested that 
she be given the drug again (Case 4). 

Thirty-seven of the 51 patients developed 
side effects when given 2 mg./Kg. of chlor- 
diazepoxide; 14 of these patients continued to 
have mild side effects even after the dosage 
was decreased, but their symptoms did not 
warrant the discontinuance of the drug. The 
average maintenance dose was approximately 
1% mg./Kg. Fourteen patients showed side 
reactions to this dosage; 10 displayed irri- 
tability and 4, drowsiness. Thus far, only six 
of the children have been completely unable 
to tolerate chlordiazepoxide; one had temper 
tantrums; two developed a skin rash; two be- 
came agitated; and the sixth child was de- 
pressed. When bed wetting had been present, 
it seemed to stop; occasionally, it had its onset 
during the administration of the drug. 


DISCUSSION 


No assessment of the role of the use of 
chlordiazepoxide in the treatment of strabis- 
mus is possible at this time because of the 
small group involved in this progress report 
and because of the complexities of the con- 
dition and the still unknown area of action of 
chlordiazepoxide. It can only be stated cate- 
gorically that this is the most effective drug 
thus far used by us as a chemotherapeutic 
adjunct in the correction of strabismus. The 
analysis of prism and cover improvement and 
gains in fusional amplitudes suggest that there 
is a definite correlation between the degree of 
improvement in horizontal deviation and the 
improvement in fusional amplitudes. In our 
opinion, the latter gain was not directly re- 
lated to the drug but rather to the fact that 
since the horizontal deviation was less, casual 
fusion was made possible, and this resulted in 
increased amplitudes. 

We have the impression that we are not 
influencing heterotropias by the tranquilizing 
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or sedative effect of the drug. Most of the 
children had no noticeable drug effect when 
on their therapeutic dosages. Two were irri- 
table and two were depressed. The double- 
blind study was carefully conducted so that 
suggestion could hardly have played any role 
to the parents, the children, or the examiners. 
These facts lead us to believe that the mode 
of action is on either the convergence, di- 
vergence, accommodative-convergence, or the 
fusion centers in the central nervous system. 
Peripheral action on the myoneural junction 
or on the eye muscles themselves is, of course, 
a possibility, but less likely. 

There are inadequate data in this study to 
identify the site of action. The worsening of 
intermittent exotropia suggests relaxation of 
convergence and possibly accommodation or 
the stimulation of divergence. The improve- 
ment of one such patient, if this can be sub- 
stantiated, suggests relaxation of divergence 
or stimulation of convergence or accommo- 
dation. The improvement in patients with 
esotropias suggests stimulation of divergence 
or relaxation of convergence or accommoda- 
tion. Data are insufficient to support a thesis 
that an altered accommodation or accommo- 
dative-convergence ratio exists. These data 
are impossible to obtain accurately in the in- 
fant and the child. The case of the adult 
which we have cited suggests that this mech- 
anism may be involved. 

The failure of chlordiazepoxide to produce 
a predictable, measurable, and an all-or-none 
response in children with strabismus is disap- 
pointing, but we think understandable. Most 
of our drugs acting on the central nervou~ 
system have the same drawback. It behooves 
us to explore allied drugs, especially those 
that may alter the difficult vertical problems. 


SUMMARY 


in a double-blind study, 51 patients with 
strabismus were treated with a new drug, 
chlordiazepoxide (Librium). Eighteen patients 
definitely benefited from therapy. All the 
children who showed improvement had the 
esotropia or esophoria-tropia type of strabis- 
mus; other types did not respond. ; 

The results suggest that a new and impor- 
tant medicament is available for use in the 
treatment of strabismus. 


x 
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BENJY F. BROOKS, M.D. 
Guest Editor 


Conviction and enthusiasm are two requisites for the successful practice of medicine. Persons 
with these attributes bridge the gap between the humanism of kindly medical practitioners and 
the materialism of impersonal doctors. One of the representatives of a generation of physicians 
epitomizing humanism in medicine is the guest editor for this issue, Dr. Benjy F. Brooks. 

Dr. Brooks practices pediatric surgery and carries out experimental surgical research. In addi- 
tion, she holds clinical faculty appointments at Baylor University of Medicine and the Univer- 
sity of Texas Postgraduate School of Medicine. She is a Diplomate of the American Board of 
Pediatrics and American Board of Surgery; a Fellow in the American Academy of Pediatrics 
and American College of Surgeons, and is President of the Houston branch of the AMWA. 

Dr. Brooks graduated from North Texas State College and received her M.D. degree from 
the University of Texas School of Medicine. She interned at the Woman’s College Hospital in 
Philadelphia and was a resident in pediatrics there. Residency training in surgery was secured 
in Philadelphia at the University of Pennsylvania Graduate Hospital and Veterans Adminis- 
tration hospital. She was a resident in pediatrics in Boston at the Children’s Medical Center, 
where she was the first woman honored by being accepted 
for training in pediatric surgery by Dr. Robert Gross at 
Harvard University. 

Child health has also claimed Dr. Brooks’ interest abroad. 
The North Atlantic Region of the American Federation of 
Soroptimists’ Clubs awarded her a traveling fellowship, and 
for 12 months, in Glasgow, Scotland, Dr. Brooks held the 
position of Registrar in Children’s Surgery at the Royal Hos- 
pital for Sick Children. The city of Glasgow named her 
“Chosen Woman of The Year,” an honor doubtless recording 
the esteem held for her by those Scots capable of judging 
people blessed with sane forthrightness and straight thinking. 

Dr. Brooks is a cosmopolitan person and a befriender of 
young patients, parents, nurses, students, and resident phy- 
sicians. But she also is a provocateur; she has things to say. 
And she puts honesty and truth at the center of her life. 

—Fred M. Taylor, M.D. 
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Cancer of the Skin 


Marga H. Sinclair, M.D. 


CANCER OF THE SKIN is a serious problem in 
some parts of the world, including the south- 
ern United States. Skin cancer comprises 35 
per cent of all cancer in Texas, more than 
50 per cent in Australia, only about 5 per 
cent in England and 3 per cent in Bombay, 
India. Reports of Allison and Wong' show 
that in Honolulu skin cancer is 45 times as 
common among Caucasians as among non- 
Caucasians. More than 80 per cent of all skin 
cancers appear on the uncovered areas of the 
body. These statistics indicate that prolonged 
exposure to sunshine plays an important part 
in the etiology of skin cancer and, further, 
that the fair-skinned races are more suscep- 
tible than are those with darkly pigmented 
skin. 

A comparative study of the incidence of 
skin cancer in the state of Connecticut and 
FE] Paso County, Texas, based on the State 
Cancer Record Registries of both areas, was 
made by Eleanor Macdonald,? Epidemiolo- 
gist of the M. D. Anderson Hospital. There 
is a decided contrast in the climate of the two 
areas. El Paso lies high; it is dry, windy, and 
hot, and the sun shines 80 per cent of the 
possible daylight hours. Connecticut is low, 
less windy, and humid. It has a low mean 
temperature and the sun shines during only 59 
per cent of the possible daylight hours. The 
study covers a 12 year period. During this 
period approximately the same number of skin 
cancers was recorded in E] Paso as in Connec- 
ticut, although the El Paso population is one 
eighth as large. Thus, skin cancer was eight 
times as frequent in El Paso as in Connecti- 
cut. In El Paso, most of the skin cancers were 
located on the face and on the usually ex- 
posed areas of the neck, hands, and forearms. 


Dr. Sinclair is Chief of Plastic Sur- 
gery Service, The University of Texas 
M. D. Anderson Hospital and Tumor 
Institute, Houston, Texas. 
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Multiple lesions were present in 16.3 per cent 
of the patients. Of those with multiple le- 
sions, 27.7 per cent were of Scottish-Irish de- 
scent, persons who are known and reported 
in other series as especially susceptible to skin 
cancers because of their fair skin. About 50 
per cent of the population of El Paso is Latin- 
American. In the studies of the Texas Cancer 
Record Registry, the Anglo-American and 
the Latin-American groups were considered 
separately. Skin cancer of the head and neck 
region comprises 35.8 per cent of all cancer 
among the Anglo-Americans in El Paso and 
8.3 per cent among the Latin-Americans. By 
way of comparison, the figure was only 7 per 
cent for all Connecticut residents. 

According to the El Paso study, 80 per 
cent of all the skin lesions of the head and 
neck region occur on the forehead, the tem- 
ple, the cheek, the nose, and the upper lip 
among the Anglo-Americans; 7.9 per cent on 
the ear, 6.3 per cent on the neck, 3.2 per cent 
on the outer canthus of the eye, and 1.5 per 
cent on the inner canthus. Only 1 per cent 
of the total skin lesions appear on the scalp, 
probably because outdoor workers in Texas 
protect their scalps with large hats most of 
the time. 

Belisario* of Sydney, Australia, has pub- 
lished interesting statistics about the inci- 
dence of skin cancer in Australia which also 
illustrate the etiologic significance of the 
number of sunlight hours in the frequency of 
skin cancer and the greater susceptibility of 
the white races as compared with the darkly 
pigmented ones. 

Skin cancer, in general, is a disease of later 
life; it occurs usually in the fourth, fifth, and 
sixth decades, although it may occur in ado- 
lescents and even in children. Skin cancer 
may arise in apparently normal skin, but it 
frequently originates from previously altered 
epidermis. Clinical experience and statistics 
indicate that low actinic tolerance on expo- 
sure to sun and wind, as commonly found in 
people with fair complexion, is a predispos- 
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Fig. 1. (Left) Squamous cell carcinoma of posterior surface of right ear. (Center) After v-excision and 
repair. (Right) After v-excision and repair. 


ing factor. The most common precursors of 
cutaneous cancer are senile or solar keratoses; 
these occur mostly on the normally exposed 
areas. However, many senile keratoses may 
show no malignant changes for many years or 
may never become malignant at all. Senile 
atrophy of the skin develops progressively in 
all individuals during advancing years. The 
skin becomes dry and thin, it loses its elasti- 
city, and its color becomes grayish pale. Hy- 
perpigmented spots or depigmented areas ap- 
pear; scaling and telangiectasias may be pres- 
ent. Senile keratoses develop frequently in this 
type of skin. The individual lesions of senile 
keratoses are well circumscribed, flat or raised, 
often wart-like, dark grey or brown, and cov- 
ered with dry, adherent scales. After the scales 
are removed, a well circumscribed, bleeding 
erosion is seen. Senile keratoses develop slow- 
ly, then become larger and more numerous. 
The appearance of inflammatory changes, ul- 
ceration, and enlargement should arouse the 
suspicion that malignant changes have taken 
place. Usually, squamous cell carcinomas de- 
velop from senile keratoses. Often, diagnosis 
of the malignant change can be made only 
after histologic examination. Ormsby and 
Montgomery report that malignant changes 
occur in one or more lesions in 20 to 25 per 
cent of patients with senile keratoses. 

Other precancerous conditions are arsenical 
keratoses, which appear commonly on the 
palms and the soles; industrial keratoses, 
caused by contact with certain oils of coal 
tar, anthracene, creosote, and aniline dyes, 
which appear on the hands, the forearms, and 
occasionally on the face; and still another pre- 
cancerous condition is the cutaneous horn. 


These are circumscribed keratoses which may 
arise in apparently normal skin, but frequent- 
ly develop from senile keratoses. They are 
found mainly on the ears, the nose, the lips, 
the forehead, and the extremities, but they 
can also be found on the trunk and on the 
penis. Cutaneous horns vary in size and form. 
Although the horny part may fall off, the le- 
sion may keep on growing. About 20 per 
cent are reported to show malignant changes 
in the base. 

These precancerous conditions do not show 
any Clinical or histologic signs of a malignant 
growth; the term indicates only that cancer 
may develop more frequently in them than 
in other dermatoses or in apparently normal 
skin. 

The principal types of cancer which occur 
in the skin are (a) basal cell carcinoma, (b) 
squamous cell carcinoma, and (c) intraepider- 
mal squamous cell carcinoma or “Bowen’s 
disease.” Cancer of the skin appendages, origi- 
nating from sebaceous or sweat glands or 
from hair follicles are much less frequent. 

Basal Cell Carcinoma. The clinical picture 
and the growth pattern of basal cell carcino- 
ma vary greatly. In some instances, only his- 
tologic examination can determine the type 
of local growth. Knowledge of this local 
growth pattern, however, is the basis for ade- 
quate treatment. We know five different pat- 
terns of growth. 

1. The nodular basal cell carcinoma is usual- 
ly the least aggressive. The tumor may re- 
main as a distinct nodule for many years and 
can be mistaken for a fibroma, but it may also 
be the early stage of an invasive ulcerative 
tumor. It can readily be removed by excision; 
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Fig. 2. (Left) Extensive basal cell carcinoma of right temple, right preauricular area, reaching from outer 
canthus to root of helix. (Right) After excision and repair by split thickness skin graft. 


pathologic examination usually shows a well 
defined margin between the tumor and the 
uninvolved tissue. 

2. The cicatrizing basal cell carcinoma be- 
gins as a small nodule or as a scaly patch and 
grows slowly into a larger plaque with ir- 
regular, indefinite borders. The center be- 
comes atrophic; it looks like a scar, and it is 
sometimes mistaken for one. This tumor is 
deceptive because it usually extends far be- 
yond the grossly involved area. Histologic 
check of the margins for complete removal 
is necessary. 

3. The ulcerative and invasive basal cell 
carcinoma begins as a nodule or a plaque. The 
center ulcerates early while the nonulcerated 
edges appear rolled. When this tumor is not 
treated adequately, it may invade the tissues 
of the nose, the orbit, the facial bones, and 
the sinuses. 

4. The morphea-like basal cell carcinoma 
appears as an indurated pale plaque with a 
smooth surface. It may resemble the cicatriz- 
ing type or it may penetrate deeply even into 
the subcutaneous tissue. Because of this de- 
ceptive gross appearance, a check of the mar- 
gins of the excised specimen is absolutely 
necessary. 

5. Multiple superficial basal cell carcinomas 
appear as small or large, red, dry, scaly 
patches with irregular borders; occasionally, 
they are pigmented. They are usually lesions 
of the trunk. Microscopically, they appear as 
many small separate clusters of basal cells 
growing from the deepest part of the epider- 
mis. The individual cell groups are often con- 
sidered as multiple foci, but special histologic 
sections show that some are interconnected. 
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Usually, superficial destruction of the foci is 
adequate treatment, but when single lesions 
become invasive they require deep excision. 


Squamous Cell Carcinoma. In the begin- 
ning, a squamous cell carcinoma arising in 
normal skin often cannot be distinguished 
clinically from a basal cell carcinoma. In the 
advanced stages, we distinguish the ulcer- 
ated from the papillary types. The ulcerating 
type also starts with a papule, which enlarges 
by forming daughter papules. The center ul- 
cerates early and forms an irregular, deep 
crater, covered with necrotic tissue. The pap- 
illary type grows like a cauliflower, some- 
times pedunculated on a broad base. The sur- 
face bleeds easily and is covered with crusts 
and scales. Parts of the tumor may become 
necrotic and slough off. 

Most of the squamous cell carcinomas de- 
velop from precancerous lesions in previously 
altered skin, such as senile keratoses, cutane- 
ous horns, and roentgen ray dermatoses. In- 
vasion and cellular differentiation in the his- 
tologic examination indicate an aggressive 
tumor. These tumors grow faster than do 
basal cell tumors and, usually, the patient 
seeks treatment earlier. Squamous cell carci- 
nomas can metastasize, but statistics relative 
to the frequency of metastases from skin can- 
cer are difficult to evaluate. 


Intraepidermal Cancer. The third type of 
skin cancer is the intraepidermal cancer of 
which Bowen’s disease is the most frequent 
and best defined clinical and pathologic en- 
tity. Bowen’s disease appears as a sharply de- 
fined, papulosquamous plaque. Multiple pap- 
ules, covered with yellow, grey, or brown 
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tion of electrocautery and radiation. (Right) After repair by composite graft from ear. 


scales and crusts usually occur, surrounded by 
normal or erythematous skin. They may oc- 
cur as single or multiple skin lesions on any 
part of the body. Bowen’s disease is an intra- 
epidermal squamous cell carcinoma and not a 
precancerous lesion as it was originally con- 
sidered. It, too, can metastasize. 

Differential diagnosis of basal and squamous 
cell carcinoma can be very difficult clinically 
when the lesions are not typical. Biopsy and 
histologic study are often necessary for defin- 
itive diagnosis. 

A positive diagnosis is important because 
basal cell and squamous cell carcinoma run 
different courses. Basal cell carcinomas usual- 
ly grow more slowly, but they may invade 
deeper structures, and even bone, over a long 
period of time; they may remain unnoticed 
until they invade a nerve and cause pain. The 
most dangerous areas in this respect are the 
nasolabial fold and the inner canthus. Basal 
cell carcinoma in the skin of the nose may 
invade the cartilage and the mucosa; this 
happens frequently when the primary lesion 
has been treated inadequately by electroco- 
agulation. 

Squamous cell carcinoma usually grows 
faster and ulcerates more quickly; therefore, 
the patient comes for treatment earlier. The 


main danger lies in the fact that it can metas- 
tasize and there is no way to know when or 
why a squamous cell carcinoma will metas- 
tasize. The size, the duration, or the location 
of the primary tumor does not determine the 
occurrence of metastases. We only know that 
the regional lymph nodes must be examined 
carefully at regular intervals to detect the 
occurrence of metastases as early as possible 
and to institute treatment. 

We have given some thought to the treat- 
ment of patients with precancerous lesions. 
We were impressed by the fact that extensive 
skin grafts of the face and hands of people 
whose skin was otherwise covered with senile 
keratosis stayed smooth for a number of years 
with adequate care. This was done even 
though some of these keratoses became malig- 
nant while the patients were under our ob- 
servation. About 3 years ago, we started 
surgical planing of patients with extensive 
senile keratoses. Both the immediate and the 
late results are excellent. All of these patients 
are much improved; the skin is smooth and 
no itching areas are present. They have been 
instructed in the care, and protection from 
exposure to sun, of this new and tender skin. 
Even areas on the lateral and posterior neck 
can be improved by planing. 
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Fig. 4. (Left) Defect of nose after radiation treatment for extensive basal cell carcinoma of the nose and 
upper left cheek. (Center) Lateral view. (Right) After reconstruction of nose by forehead flap. 


Irrespective of the histologic type of the 
tumor, local treatment of skin cancer is the 
same; it is either by surgical excision or by 
radiation. Diagnosis should be verified by bi- 
opsy before treatment is initiated. When it is 
difficult to judge the extent of the tumor 
clinically, frozen section examination should 
be performed at the time of surgery. 

In our opinion, radiation treatment should 
be excluded in all patients with precancerous 
skin changes and in those with low actinic 
tolerance. Such skin does not tolerate radia- 
tion satisfactorily. In areas with a hot and dry 
climate, the radiated skin exposed to actinic 
rays may undergo radiation necrosis and pos- 
sibly malignant changes. Because of these cir- 
cumstances, we prefer surgical management 
of skin lesions for all young people, for all 
people with light complexion, and for skin 
cancers of the uncovered areas. In other cli- 
mates, irradiation in many instances can yield 
cures with excellent cosmetic results. Certain 
regions of the body, however, do not tolerate 
radiation very well. These are areas where 
cartilage lies close beneath the skin, as on the 
ears, or such areas as the fingers or the dor- 
sum of the hand, where little subcutaneous 
tissue is present. 

The following will illustrate some aspects 
of the treatment of patients with skin cancer 
at the M.D. Anderson Hospital. In patients 
with one or more small lesions, surgical exci- 
sion with primary closure is usually per- 
formed because it is the fastest procedure. 
The patient can be ambulatory and surgery 
can be performed immediately after the diag- 
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nosis has been made. The surgical specimen 
is carefully checked to ascertain whether the 
borders and the base are free of tumor. If the 
pathologic examination shows inadequate 
excision, re-excision is carried out. 


All lesions of the ear are excised. Small le- 
sions of the helix can usually be removed by 
elliptical excisions followed by primary clo- 
sure of the skin without resection of cartilage. 
Larger lesions of the helix or posterior aspect 
of the ear are removed by a v-shaped exci- 
sion, and the remaining ear is shaped by addi- 
tional triangular excisions from the region of 
the antihelix. Lesions of the concha can be 
excised easily even with the removal of the 
cartilage, and the defect can be covered by a 
full thickness skin graft. It is of utmost im- 
portance that the borders of the specimen 
adjacent to the ear canal be checked by 
frozen section. Subcutaneous extension of the 
lesion in this area is rather frequent (see fig- 
ures 1 and 2). 


Lesions that cover large areas of the skin 
of the face or of the scalp require wide exci- 
sion and repair of the defect with a skin graft. 
Even resurfacing of the face is possible; in- 
deed, it is frequently the only possible meth- 
od of treatment. We see many patients with 
lesions of the skin of the nose who had been 
treated by electrocoagulation or radiation. It 
is extremely difficult to judge clinically the 
extent of the lesion in the scarred area. For 
this reason, and because we prefer to elimi- 
nate all changed skin, we very often com- 
pletely remove the skin of the nose and repair 
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Fig. 5. (Left) Extensive basal cell carcinoma with loss of right lower eyelid and extension into the skin of 
the upper cheek. Patient had multiple treatments by radiation and electrocoagulation over many years. (Cen- 
ter and Right) After wide excision of tumor and repair of lower eyelid by tarsoconjuctival flap from upper 
eyelid and free graft of lid—skin to lower eyelid; full thickness skin graft to upper lateral cheek area. 


the defect with a full thickness skin graft. 
Small lesions that require through and 
through excision and result in a defect of the 
tip or the ala of the nose can be repaired with 
a composite graft from the ear. 

Large lesions of the nose which necessitate 
extensive resection are usually repaired after 
an interval of observation. Before reconstruc- 
tion of the nose is performed, we wish to be 
fairly certain that no recurrence will appear 
locally. In general, the time intervals between 
excision and possible recurrence are very dif- 
ferent and unpredictable. We feel that when 
the resection is sufficiently radical, a long 
period of observation, with its attendant 
hardship for the patient, is not justified. We 
prefer immediate repair, therefore, in those 
patients in whom we are reasonably sure that 
the resection has been sufficiently radical, and 
have reduced our period of observation. The 
best and fastest method for reconstruction of 
a large defect of the nose is by a forehead 
flap (see figures 3 and 4). 


Lesions of the eyelids’ are considered skin 
lesions because they usually start in the skin. 
Most patients with tumors of the eyelids can 
be cured either by surgical or radiation treat- 
ment. In small and medium-sized lesions, the 
functional and cosmetic results of both meth- 
ods are about equally satisfactory. Thus, the 
choice of method in these cases will depend 
on other factors, such as the duration of dis- 
ablement, hospitalization requirements, and 
the age of the patient. Our experience, 
though, indicates that for extensive tumors 
of the lower and upper eyelids, surgical treat- 
ment is preferable. The advantages of surgical 
treatment of patients with extensive lesions of 
the eyelids are manifold. The extent of these 
tumors cannot always be determined by clini- 
cal inspection; therefore, frozen section exam- 
ination at the time of surgical intervention is 
of great value. Adjacent skin areas with mul- 
tiple lesions can be excised widely and graft- 
ed at the same time. Irradiation always causes 
loss of the lashes and may cause teleangiecta- 


Fig. 6. (Left) Extensive basal cell carcinoma of left lower eyelid, untreated previously. (Center and Right) 
After resection of lower eyelid and repair by tarsoconjunctival flap from upper eyelid and free skin graft. 
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sis, atrophic skin, and even ectropion. These 
changes become aggravated progressively 
while the good results after surgical treatment 


remain unchanged (see figures 5 and 6). 


In conclusion, I should like to state the ob- 
vious: In skin cancer, as in cancer in general, 
the early, adequate, initial treatment deter- 
mines the chances for cure. 
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Old Instruments Wanted 


The Medical Museum of the Armed Forces Institute of Pathology, celebrating 
its hundredth anniversary, is looking for items to complete its collection of in- 
struments. Among those needed are microscopes dating from 1920 and instru- 
ments from the Confederate Army. The Institute cannot pay for these items but 
will preserve them in the collection, with proper credit given to the donor. Any 
person having instruments to contribute should write to the Director, Armed 
Forces Institute of Pathology, Washington 25, D.C. 
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Recent Advances in Pediatric Tuberculosis 


Katharine H. K. Hsu, M.D., F.C.C.P. 


THE ADVENT OF THE DRUG isoniazid (INH) 
has brought about a revolutionary change in 
the control of tuberculosis in children. Tu- 
berculosis has become not only a curable dis- 
ease but it has also become preventable. To 
the many children in the world who are sick 
and dying with this disease, and the many 
more who have been infected with tubercle 
bacilli, a new hope is born. The purpose of 
this paper is to disseminate the knowledge of 
this great advance in tuberculosis therapy so 
that many more children may be protected 
from the scourge of this dreadful disease. It 
has been estimated that it costs $10,000 to treat 
one child with tuberculous meningitis, but it 
takes only one dollar’s worth of isoniazid to 
prevent it! 


ISONIAZID—A POTENT ANTITUBERCULOSIS 
DRUG 


The antituberculosis potency of INH has 
been thoroughly tested in the treatment of 
chronic pulmonary tuberculosis in adults. 
After 9 years of extensive clinical studies, 
INH has proved to be the most effective, and 
the least toxic, of antituberculosis drugs. For 
therapy of manifest forms of tuberculosis in 
children, INH has brought about results far 
superior to streptomycin.’ Therefore, INH is 
now generally recognized as the primary drug 
for the treatment of tuberculosis. Streptomy- 
cin (SM) and para-aminosalicvlate (PAS) are 
used as adjuvants. 


Dr. Hsu is Associate Professor of Pe- 
diatrics, Baylor University College of 
Medicine, Texas Medical Center, and 
Pediatrician in Charge, City of Houston 
Children’s Tuberculosis Hospital and 
Clinic. 
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THE PREVENTION OF TUBERCULOSIS BY 
THE EARLY USE OF INH 


Primary tuberculosis is the beginning of 
tuberculosis in the human body. The infec- 
tion usually starts in the lung or the intestine, 
from where the tubercle bacilli are soon car- 
ried through the lymphatics and blood to be- 
come seeded in different tissues of the body. 
The primary infection and its seedings are 
potentially dangerous because they are the 
immediate precursors of all manifest forms of 
tuberculosis. In children, the most common 
manifestations are tuberculous meningitis, 
miliary tuberculosis, and progressive disease 
in the lung, the bone, and the intestine. The 
manifestations usually appear within a year 
or two following the primary infection.” * 

During the past few years, a number of 
studies have been conducted in different parts 
of the world to determine whether the use of 
INH in children with primary tuberculosis 
will prevent the development of overt forms 
of the disease. The large-scale controlled 
study of the United States Public Health 
Service has clearly demonstrated that prac- 
tically all the manifestations of tuberculosis 
in childhood can be prevented by the use of 
INH.* The extensive clinical observations 
made by “L’Institut National d’Hygiene” in 
France also proves the great preventive effect 
of INH.° At the Houston Children’s Tuber- 
culosis Hospital and Clinic in Texas, a study 
on the early use of INH in primary tubercu- 
losis was started in 1953. Thus far, more than 
800 children have been treated. After 7 years 
of continuous observation, we are quite con- 
vinced that the use of INH in primary tu- 
berculosis will effectively prevent overt dis- 
ease.® * 

INH is the first drug which makes possible 
successful chemotherapy of primary tubercu- 
losis. Since hospitalization is not required for 
most children with primary tuberculosis, the 
only feasible therapy is the one which can be 
given at home both easily and safely. INH in 
tablet or liquid form meets these require- 
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ments. They are acceptable to the children 


- because of the absence of any unpleasant odor 


or taste. Therefore, it can be expected that 
the drug will be taken with continued regu- 
larity. In our experience, toxicity is rarely 
seen in children. The only untoward reaction 
observed at our clinic was a skin rash due to 
an idiosyncrasy to INH; this occurred in four 
children. 

Based upon the knowledge of the patho- 
genesis of tuberculosis in the human body and 
the antituberculosis effect of INH, it is now 
an established fact that prevention of tuber- 
culosis is possible through the use of this 
drug. This means that a new approach has 
been opened in man’s fight against tubercu- 
losis.*: *° Prevention of the activation of tu- 
berculosis in the millions of children who 
have already been infected by tubercle bacilli 
is a permanent necessity. It is now the respon- 
sibility of the doctors, nurses, and public 
health officers to find these children and pro- 
tect them with INH therapy. The risk of 
developing active tuberculosis is particularly 
great among children who have been house- 
hold contacts of a newly diagnosed conta- 
gious case. It is very likely that these chil- 
dren have become infected only recently. 
INH therapy for prevention of progressive 
disease is, therefore, especially urgent. 


EARLY DETECTION OF PRIMARY 
TUBERCULOSIS BY TUBERCULIN TESTING 


Tuberculin testing has assumed a new sig- 
nificance in this era of chemotherapy for tu- 
berculosis. It is the only reliable test that 
reveals the presence of tuberculous infection 
before the roentgenographic evidence and 
clinical manifestations appear. Therefore, it 
has become a test of paramount importance 
for the early diagnosis of, and drug therapy 
for, tuberculosis in children. 

Intradermal tests using purified protein 
derivative (PPD) in the amount of 0.0001 mg. 
is widely used the world over, although cer- 
tain clinics prefer the use of the Old Tuber- 
culin (OT). The test is read 48 to 72 hours 
later. Induration of 6 mm. or more is a posi- 
tive test. Erythema without induration is a 
negative test. A large and intensive reaction 
indicates a greater likelihood of progressive 
disease than does a small reaction. 

While the intradermal (Mantoux) test has 
been considered the standard technique for 
tuberculin testing, the difficulty of perform- 
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ing this test properly in children has greatly 
limited its use. A simple and painless device is 
urgently needed. The recently developed 
Heaf test by multiple-puncture technique has 
proved to be a satisfactory screening test.'!: *° 
It does not frighten the children because there 
is no needle and syringe in sight. The tech- 
nique is easy and simple. With one click of 
the “Heaf Gun” the test is over. In school 
surveys, we have been able to test 12 to 16 
children per minute. The potency of Proto- 
derm (PPD in glycerol—used in the Heaf 
test) corresponds very closely to 0.0001 mg. 
PPD. Reaction to the Heaf test, as a whole, 
is milder and more localized than to the Man- 
toux test. This technique will undoubtedly 
facilitate the wide application of tuberculin 
testing in children, 


INDICATIONS FOR ANTITUBERCULOSIS 
THERAPY IN CHILDREN 


Drug therapy is recommended in the fol- 
lowing types of cases: (1) children up to the 
age of 3 years with a positive Mantoux test 
to 0.0001 mg. PPD; (2) children who have 
passed their third birthday and whose tuber- 
culin reaction has converted from negative to 
positive within a year; (3) adolescent girls 
with strongly positive tuberculin reactions; 
(4) children with a positive culture of tu- 
bercle bacilli from the gastric contents, the 
urine, or a biopsy specimen; and (5) children 
showing roentgenographic or clinical mani- 
festations of active tuberculosis. 

Corticosteroids are known to reactivate old 
tuberculous lesions. All children who, for any 
reason, need a prolonged course of corticos- 
teroid therapy should receive tuberculin tests 
first. If the reaction is positive, INH therapy 
should be given even though the tuberculosis 
is considered inactive. The duration of INH 
therapy should extend at least 3 months be- 
vond the steroid therapy. 


RECOMMENDED DRUG THERAPY FOR 
TUBERCULOSIS IN CHILDREN 


Isoniazid (INH) is the most potent and the 
least toxic of antituberculosis drugs. It is es- 
sential to include INH in any treatment regi- 
men of active tuberculosis. The duration of 
therapy should be at least one year. The ad- 
ministration of pyridoxine hydochloride for 
the prevention of neuritis does not appear to 
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be necessary in young children; however, it 
may be needed in adolescents. 

For primary tuberculosis without roentgen- 
ographic or clinical manifestations, INH alone 
is considered a satisfactory treatment; PAS is 
not necessary. INH should be administered in 
dosages of 15 to 20 mg. per Kg. of body 
weight daily in two doses. 

For localized manifest diseases in any part 
of the body, use INH combined with PAS. 
The dosage of INH should be 15 to 20 mg. 
per Kg. of body weight daily in two doses. 
The dosage of PAS should be 200 mg. per 
Kg. of body weight daily in two to three 
doses, not to exceed 12 Gm. 

For miliary tuberculosis use triple drug 
therapy. Recommended dosages are as fol- 
lows: SM—20 mg. per Kg. of body weight 
daily, with a maximum of 1.0 Gm. per day; 
INH—30 to 40 mg. per Kg. of body weight 
daily until miliary densities clear up on the 
radiograph, then reduce dosage to 20 mg. per 
Kg. of body weight thereafter, PAS—200 mg. 
per Kg. of body weight daily, with a maxi- 
mum dose of 12 Gm. per day. SM is needed 
only in the acute stages of the disease. INH 
and PAS should be continued for at least one 
year from the time the miliary densities clear 
up in the chest radiograph. 

For tuberculous meningitis use triple drug 
therapy. SM—20 mg. per Kg. of body weight 
daily, not to exceed 1.0 Gm. per day; INH— 
30 to 40 mg. per Kg. of body weight daily 
until spinal fluid becomes normal, then reduce 
the dosage to 20 mg. per Kg. of body weight 
(in children who vomit, parenteral adminis- 
tration of INH is advised to assure adequate 
intake); PAS—200 mg. per Kg. of body 
weight daily, not to exceed 12 Gm. per day. 
Streptomycin should be discontinued within 
one month after good clinical improvement; 
INH and PAS to be continued for at least 
one year from the time the spinal fluid re- 
turns to normal. 


CORTICOSTEROIDS AS AN ADJUVANT TO 
ANTIMICROBIAL THERAPY” 


Administration of corticosteroids may has- 
ten the resolution of the following types of 
disease conditions: pleurisy with massive effu- 
sion; obstructive emphysema or atelectasis due 
to large hilar nodes or endobronchial tuber- 
culosis; miliary tuberculosis; and tuberculous 
meningitis. The dosage should be: Predni- 
sone—1 mg. per Kg. of body weight daily for 


4 to 6 weeks; for tuburculous meningitis, hy- 
drocortisone is given intrathecally once a day 
for 2 to 4+ weeks in a dose of 2.5 to 5.0 mg. 


DISEASES CAUSED BY MYCOBACTERIA 
OTHER THAN TUBERCLE BACILLI 


A number of acid-fast bacilli, which were 
previously considered saprophytes, have been 
recently discovered to cause tuberculosis-like 
disease in man. The most common manifesta- 
tion seen in children has been lymphadenitis 
in the cervical and submaxillary regions. 
These lymph nodes have a great tendency to 
form abscesses. Acid-fast bacilli cultured from 
the pus differ from tubercle bacilli in that 
they are nonpathogenic to the guinea pig. 
Because of this difference, these acid-fast ba- 
cilli are currently known as “atypical Myco- 
bacteria.” Increasing varieties are being iso- 
lated from sputum, pus, and the surgical 
specimens from adult patients. Currently they 
are classified according to the pigment devel- 
opment of the culture and the rate of growth. 
Response to drug therapy varies greatly with 
the species of organism involved. 


SUMMARY 


1. Tuberculosis in children can be pre- 
vented by INH therapy of primary tuber- 
culosis. It is to be deplored now more than 
ever before that children develop this dread- 
ful disease. 

2. Tuberculin testing has assumed new 
significance because it is the only reliable 
diagnostic test for detecting tuberculosis be- 
fore it becomes manifest. 

3. Household contacts of a recently diag- 
nosed contagious case should be given priority 
for preventive INH therapy if the treatment 
facilities in the community are limited. 

4. The use of INH has greatly improved 
the result of treatment of manifested forms 
of tuberculosis in children. 

5. Indications for drug therapy and the 
therapeutic regimen recommended for child- 
ren are given. 

6. Mycobacteria other than tubercle ba- 
cilli may produce tuberculosis-like disease in 
children. Some of these Mycobacteria are 
resistant to antituberculosis drugs currently 
in use. 
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Physician Blames Parents of Alcoholic Individuals 


A Salem, Va., physician who has talked to more than 13,000 alcoholics says 
that most of them apparently missed “the adventure of self-reliance.” Writing in 
the September, 1959, issue of GP magazine, Dr. Albert J. Russo, Medical Direc- 
tor of Salem’s White Cross Hospital for Alcoholics, puts much of the blame on 
parents who did not let children “accept the challenges of day-to-day living.” 

“Somewhere along the line from childhood, in rich and in poor families, an 
overindulgent parent deprived a nice little boy or girl of the adventure of self- 
reliance. All their activities were regulated into don’t-do-this or don’t-do-that,” 
Dr. Russo contended. 

As for the treatment of alcoholic individuals, Dr. Russo stated that sedatives 

| should always be controlled by someone other than the patient. Offered either 

medicine or whisky, the alcoholic will consume large amounts. Some alcoholics 

have died because they mixed capsules and whisky or took a hypodermic from 

a physician after denying that they had earlier consumed alcohol or sleeping 
pills. 
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Some Diagnostic and Therapeutic 


Problems of the Superficial Mycoses 


Rachel Ford Spiller, M.D., and William Fielding Spiller, M.D. 


ALTHOUGH FUNGI WERE among the earliest 
recognized microscopic agents causing disease, 
tineal infections and their differential diagno- 
sis are still among the conditions most 
puzzling to the nondermatologist. We will 
describe some points infrequently stressed in 
the diagnosis and treatment of fungous infec- 
tions. Lack of knowledge of these points fre- 
quently contributes to an erroneous diagnosis 
or lack of cure. We hope that emphasizing 
these characteristics, which are so familiar to 
the dermatologist, may be of help to the non- 
specialist. 

With the development of systemic anti- 
fungal therapy (griseofulvin), the correct di- 
agnosis of fungal diseases is even more impor- 
tant if medical practice is to maintain high 
standards and avoid unnecessary expense to 
the patient. Neither griseofulvin nor topical 
antifungal preparations should be used before 
making an accurate diagnosis because they 
may interfere with laboratory tests (suspen- 
sion in KOH solution and culture), and be 
ineffective therapeutically or even harmful. 
Examination of skin scrapings prepared by 
clearing in 10 to 20 per cent potassium hy- 
droxide in aqueous solution and cultures on 
Sabouraud’s glucose agar should be taken at 
the initial examination of the patient to deter- 
mine the causative agent.’:* This can easily 
be done in any office with proper materials 
and training. There are too many diseases in 
which the pathogenesis is unknown and the 
diagnosis more difficult for the physician to 


The Drs. Spiller are Clinical Instruc- 
tors in Dermatology, Baylor University 
College of Medicine, Houston, Texas. 


be lax in those areas where accuracy is pos- 
sible by identification of the etiologic agent. 

It is important to realize that all round or 
oval lesions are not “ringworm,” and that 
there are numerous conditions that can pro- 
duce similar morphological pictures. The dis- 
eases most frequently referred to us with a 
mistaken diagnosis of ringworm are: pityria- 
sis rosea (herald patch and the widespread 
eruption), seborrheic dermatitis, xerosis, 
nummular eczema, contact dermatitis, dyshi- 
drosis and vesicular eruptions of the hands 
and feet, impetigo and secondary bacterial 
infections of the feet, achromia parasitica, 
and granuloma annulare. The importance of 
finding fungi in the KOH suspension and 
confirming a clinical diagnosis of ringworm 
cannot be stressed too much. Likewise, nega- 
tive results (and repeated scrapings may be 
necessary) are equally important to rule out 
a tineal infection in many of the above enu- 
merated conditions since they may clinically 
appear similar. Annular configuration of the 
lesions may occur in any of these. The epi- 
dermal reaction of scaling, which occurs in 
pityriasis rosea, seborrheic dermatitis, xerosis, 
and nummular eczema, as well as the vesicula- 
tion and scaling in contact dermatitis, dyshi- 
drosis, and impetigo may not be differentiated 
by clinical appearance alone, and examination 
of the KOH suspension may be necessary for 
a correct diagnosis. The absence of any epi- 
dermal reaction in granuloma annulare, un- 
less the lesion has been irritated by topical 
medicaments, makes the differential diagnosis 
easy for the experienced observer. However, 
with complicating factors and in atypical 
cases, a negative finding in KOH suspension 
and culture as well as a biopsy may be neces- 
sary for an accurate diagnosis of this condi- 
tion. 

Xerosis, the scaling lesions of the skin due 
to excessive dryness, may be aggravated by 
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the topical application of medicaments that 
produce peeling and exfoliation, which might 
be used in the treatment of tinea. Also, wash- 
ing with soap and water may aggravate xero- 
sis, nummular eczema, and pityriasis rosea 
whereas it would be indicated in cases of tinea 
or bacterial infections, indicating further the 
importance of a correct diagnosis before 
treatment is instituted. 

Inverse lesions of pityriasis rosea, atypical 
localization and distribution, and the herald 
patch prior to the onset of the general rash 
are often difficult to differentiate from tinea, 
and in such cases a negative finding in the 
KOH suspension and culture are frequently 
of real value. Conversely, extensive eruptions 
of tinea corporis resembling pityriasis rosea 
have been diagnosed by finding mycelia in 
the KOH suspension. Suspicion should be 
aroused in the unusual case. 

Differentiating the lesions of seborrheic 
dermatitis from those of tinea corporis may 
present a problem even for the experienced 
dermatologist. Without laboratory assistance 
scaly lesions on the scalp may be indistin- 
guishable from those caused by Trichophyton 
tonsurans and the lack of the brilliant green 
fluorescence, characteristic of infections by 
Microsporum canis and M. audouini, makes a 
search for broken off or “black dot” hairs 
necessary. Isolated annular and patchy lesions 
of seborrheic dermatitis on the glabrous skin 
may also present a problem. 

The location, history, and duration of le- 
sions of nummular eczema may help one in 
being suspicious of the diagnosis. A negative 
KOH suspension test will help to avoid the 
use of irritating fungicides and the needless 
expenditure of money for medicaments. 

Patients have frequently been referred to 
our office with the diagnosis of tinea pedis 
when the problem is one of contact derma- 
titis to shoes. The location on the dorsum of 
the toes is an especially valuable clue since 
tinea pedis rarely involves only the upper 
surface of the toes, leaving the intertriginous 
areas clear. Contact dermatitis of other areas 
of the body due to metal sensitivity may also 
simulate tinea corporis with annular lesions. 

Dyshidrosis (or pompholyx) is another 
thought-provoking eruption that is frequently 
mistakenly called a fungous infection. Obser- 
vation of the course of the process and again 
negative laboratory examinations are neces- 
sary to rule out a fungous infection or “id” 
reactions to a fungus. Clinically, it would be 
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very unusual to have the deep-seated, sago- 
grain vesicles on the palms and soles without 
also having the superficial scaling and intertri- 
ginous maceration and scaling characteristic 
of tineas. Acute vesicular reactions of the 
feet frequently become secondarily infected 
by bacteria and treatment for the bacterial 
infection must be instituted to alleviate this 
element of the problem. The acute reactions 
should have local therapy consisting of com- 
presses, rest, and elevation of the feet. Irri- 
tating antifungal preparations are best avoid- 
ed. 

The infection of the fine hair covering the 
body (lanugo hairs) in patients with tinea 
corporis may be responsible for recurrences 
and necessitate prolongation of treatment. 
Although examination of the body under 
Wood's light in cases of tinea corporis is gen- 
erally not helpful, it is well worth the effort 
when the characteristic fluorescence of lanu- 
go hairs is found. This establishes the diag- 
nosis and indicates that therapy must include 
treatment of this skin appendage. Early detec- 
tion and manual epilation of involved lanugo 
hairs may speed the process of recovery. If 
griseofulvin is given, it must be continued 
Jong enough for the eradication of this source 
of infection. 

Reinfection from involved nails has been 
stressed by numerous authors and by the 
manufacturers of griseofulvin in listing rec- 
ommended dosage. Robinson and co-workers* 
have stated that cultures from the distal end 
of the nail may remain positive even when 
the growth of the new nail is almost com- 
plete (about 11 or 12 weeks for fingernails 
and longer for toenails). We have seen the 
rapid development of fingerlike infected 
processes extending into the normal appear- 
ing nail from the diseased distal portions. We 
feel that debridement of the hypertrophic, 
crumbly, and discolored nail is to be recom- 
mended. This will help to reduce the amount 
of infective material, which may be important 
since griseofulvin is fungistatic instead of 
fungicidal. 

Although griseofulvin has been an invalu- 
able discovery, the usual routine care of tinea 
capitis should also be recommended. Shaving 
the scalp, daily shampoos (diminishing to 
every other day) and careful covering of the 
scalp with a clean boilable cap each day, 
should be employed for epidemiologic rea- 
sons, prevention of recurrences, and possibly 
to shorten the course of treatment. The use 
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of topical fungicides, such as undecylenic 
acid; salicylic acid; and copper, sulphur, or 
iodine compounds may also reduce the con- 
tagion from the surface material in tinea capi- 
tis and corporis and may speed recovery. Al- 
ternating the topical fungicides has been rec- 
ommended to help prevent the development 
of resistance to the medication by the organ- 
ism.‘ Tinea capitis due to Microsporum canis 
(lanosum) treated with griseofulvin may oc- 
casionally show a slow response. The usual 
topical treatment in the cases due to this or- 
ganism may be especially important. We 
agree with Wilson‘ in his theory of the value 
of topical therapy: Although topical fungi- 
cides do not penetrate the follicle, they may 
reduce “the amount and the vigor of the 
‘parent’ mycelial stock at the surface of the 
follicle, thereby causing a slowing of the rate 
at which the terminal penetrating hyphal fila- 
ments grown downward.” It is of benefit to 
combat this disease from every possible di- 
rection. 

It is also important to realize that kerion, 
the marked inflammatory reaction to the 
fungi, can develop in patients already on gri- 
seofulvin therapy. It has been established that 
an inflammatory reaction is a good sign that 
the patient will get well® in spite of its ap- 
pearance to the parents. It remains to be sta- 
tistically proved whether griseofulvin therapy 
will shorten the duration of the inflammatory 
reaction in tinea capitis since this varies with 
the infecting organism and the individual's 
response. Hot packs are indicated for the 
marked inflammatory and boggy reactions. 

In Microsporum infections fluorescence 
may be obscured or changed by treatment. 
The absence of fluorescence does not mean 
cure, and patients should not be considered 
well until after cultures or microscopic exam- 
inations have been found negative. New hair 
growth usually becomes apparent in three 
weeks after initiation of griseofulvin therapy; 
and by five weeks the infection is cleared, in 
most cases, if the old infected hairs have been 
cut off. It has been possible to obtain positive 
cultures and KOH suspensions from the free 
ends of hair in the infected areas until the hair 
has been replaced by healthy new growth. 
On KOH examination, the hyphae in the hair 
shaft show curling and shriveling. Since gri- 


seofulvin seems to be fungistatic, not fungici- 
dal, a source of reseeding is available unless 
infective material is removed. 

Of the superficial fungous infections, tinea 
versicolor and monilia do not respond to the 
administration of griseofulvin systemically. 
Lesions of tinea versicolor found in unusual 
locations, such as on the face, at the edge of 
the scalp, and in isolated patches may require 
a positive laboratory examination. The typical 
short hyphae and grapelike clusters of organ- 
isms make a diagnosis possible, although in 
the usual case of tinea versicolor, the clinical 
characteristics of the disease are so distinctive 
as to be pathognomonic without laboratory 
studies. Frequently, a monilial infection is 
suggested by the KOH examination and the 
clinical picture; however, a culture may be 
necessary for diagnosis. Griseofulvin therapy 
has been reported to aggravate monilial in- 
fections.° 


SUMMARY 


In the recent literature there have been 
numerous articles about the new oral anti- 
fungal medicament, griseofulvin, but relative- 
ly few have dealt with the diagnosis of tineal 
infections. Some points infrequently stressed 
concerning the differential diagnosis of the 
skin lesions and therapeutic suggestions for 
treating superficial fungous inféctions have 
been presented. The importance of positive 
laboratory confirmation of tineal infections 
has been emphasized. 
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Respiratory Distress in the 
Newborn Patient 


Murdina M. Desmond, M.D. 


SINCE MORBIDITY OR DISEASE in the neonatal 
period is uniquely difficult to assess, the ex- 
tent or limits of disease in the neonate can 
only be estimated at the present time. For 
this reason in part, the evaluation of the 
effects of maternal diseases, complications of 
delivery, and obstetrical procedures are based 
on perinatal mortality, rather than on both 
perinatal mortality and neonatal morbidity. It 
is customary also to classify difficulties in the 
infant on the basis of maternal history such as 
“infants of diabetic mothers,” or on events of 
delivery such as “infants delivered by Ceasar- 
ean section,” rather than on the basis of 
physical findings in the infant. 

Finding the origin of neonatal disease is a 
complicated undertaking. First, neonatal dis- 
ease developing soon after birth occurs during 
a period of momentous change in the organ- 
ism. The baby, upon delivery, begins to un- 
dergo a series of major physiologic changes 
necessary for extrauterine existence. Accom- 
panying these physiologic changes are a group 
of physiologic findings which in other age 
groups might connote the presence of a dis- 
ease process: fall in body temperature,' fall 
in blood pressure,? high polymorphonuclear 
count,® presence of transient murmurs,' fall 
in blood glucose,*:* and acidosis (metabolic 
and respiratory 

Second, the infant at delivery has been in- 
volved for some hours in the process of labor, 
a process with many variables for the infant. 
There is evidence to suggest that even normal 
birth may be accompanied by a brief period 
of asphyxia.**° In addition to the effects of 
the birth process must be added the possible 
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effects of pharmacologic agents (anesthetics, 
analgesics, diuretics, etc.) and obstetrical pro- 
cedures utilized during labor and delivery. If 
anesthetics and analgesics have been em- 
ployed, and have been transmitted to the in- 
fant, then the infant must recover from the 
effects of these after delivery. 

Therefore, if a disease process is present in 
the neonate it must be viewed as an additional 
problem occurring during a period of transi- 
tion (intrauterine to extrauterine life) and 
during a period of recovery (asphyxia, drug 
effects, etc.). The equivalent patient in adult 
medicine would be the postoperative patient. 

Disease processes in the neonate appear to 
be of two basic types. The disease process 
may be within the infant from birth, or may 
have existed within the intrauterine environ- 
ment prior to delivery. In other terms, the 
disease process may be intrinsic or within the 
infant, or extrinsic, outside of the infant. In 
the former the disease process may affect the 
infant prior to delivery but more often begins 
only when the infant is called upon to func- 
tion after delivery. In extrinsic disease the in- 
fant is separated from the abnormal intra- 
uterine influences with the act of delivery and 
his problem is therefore one of recovery. The 
classification of neonatal disease given in the 
following tabulation is based largely upon the 
work of Gruenwald’ and Morison." 


A CLASSIFICATION OF NEONATAL 
MORBIDITY 


1. Intrinsic Disorders: within the infant and 
continuing from birth—congenital anomalies, 
infections, anemias, incompatibilities between 


mother and infant, birth injuries, and genetic 


disorders. 

2. Extrinsic Disorders: source in an abnormal 
intrauterine environment, with infant separat- 
ed from source with delivery—position of 
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comfort anomalies, drug effects, drug with- 
drawal effects, effects of maternal pathophysi- 
ology, effects of anoxia and asphyxia, and in- 
trauterine growth disturbances. 

3. Combined Intrinsic and Extrinsic Dis- 
orders 

4. Unknown 


The disorders discussed in this report are 
those which manifest respiratory symptoma- 
tology. This is the most common type of dif- 
ficulty seen in a nursery. Many disorders in- 
volving systems other than the respiratory 
system are first brought to the attention of 
the physician because of their association with 
disturbed respiration. Respiratory disorders 
may be classified as intrinsic or extrinsic in ac- 
cordance with the classification given above. 
Although intrinsic disorders are less common 
than extrinsic disorders, it is most important 
to diagnose intrinsic disease early since these 
disorders comprise most of the neonatal 
“emergencies” for which we have specific 
therapies at the present time. 


EXTRINSIC DISEASE 


During the course of observation of new- 
born infants it has been noted that a group 
of signs of difficulty occurred in a definite 
sequence, and that the sequence had both 
cardiopulmonary and neurologic components. 
Infants who were improving clinically fol- 
lowed the sequence of symptomatology in 
one direction, while infants who were deteri- 
orating clinically, followed the sequence of 
symptomatology in the reverse direction. 
These signs and symptoms were readily di- 
visible into phases. Since the symptomatology 
resembled the well-documented symptomatol- 
ogy shown by patients recovering from anes- 
thetic, anoxic, and hypoglycemic depressions, 
it was assumed that these symptoms repre- 
sented also the recovery from a prior cerebral 
depression. The phases were graded numeri- 
cally in the manner customarily used for the 
grading of the stages of anesthesia, anoxia, etc. 
The total symptomatology, with cardiopul- 
monary and neurologic components in all 
three phases, is shown in table I. The com- 
bined sequences have been previously re- 
ported as Transitional Distress.'*:** It was pos- 
tulated that in the infant in whom the diffi- 
culty occurred immediately after birth, these 
clinical changes reflected the recovery of the 
neonate from the depression suffered during 
or prior to delivery, as a result of asphyxia 
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and of drugs (anesthesia and analgesia) ad- 
ministered to the mother. 

In the recovery sequence, (phase 3-2-1) 
respiration proceeds from apnea, to gasping, 
to grunting, and finally to a rapid regular type 
of respiration. Heart rate progresses from a 
bradycardia, to a fixed regular rate with loud 
clear sounds, to a tachycardia, which initiates 
the onset of phase 2. 

During the course of phase 3, the infant 
shows a gradual recovery from a hypotonic, 
hyporeflexic, unresponsive state. At the onset 
of phase 2, tonus and reflexes are present. In 
the upper portions of phase 2 evidences of 
neural excitation with hypertonicity, hyper- 
reflexia, and spontaneous hyperactivity are 
seen. 

Temperature tends to be low during phase 
3 with an increase to normal or above normal 
during phase 2. Bowel function changes from 
hypoactivity (ileus) in lower phase 3, to hy- 
perperistalsis and thence to abdominal disten- 
sion associated with tight anal sphincters in 
phase 2. 

During the course of recovery, certain 
complications tend to occur (Table I). These 
complications may create a new problem for 
the infant, and may become decisive in the 
outcome. It is interesting that the complica- 
tions appear to reflect changes in specific or- 
gan systems. This is in agreement with the 
statement of James’ that asphyxia is a gener- 
alized disease affecting all body tissues. 

Infants with low Apgar ratings'* at one 
minute after delivery manifest this sequence 
of symptoms. As the infant improves, the Ap- 
gar rating tends to increase; if the condition 
of the infant deteriorates, the Apgar rating 
tends to become lower (see Comparison of 
Apgar Score with Recovery Sequence as 
shown in table I). 

The clinical course of the infants may fol- 
low a variety of pathways. Some appear to 
be in excellent condition at birth, but grunt- 
ing and retractions appear (phases 2-3) within 
a short time. The infant may then improve 
(phases 3-2-1) or may remain in phase 3 until 
death. Other infants progress successfully 
through phase 2, only to develop a prolonged 
seizure with apnea in upper phase 2. Wit) 
apnea and cyanosis the infant reverts quickly 
to phase 3, 

Hyaline membrane disease (the presence of . 
hyaline membranes in the lungs of infants dy- 
ing during the immediate neonatal period) 
cannot be classified as either extrinsic or in- 
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trinsic in origin at the present time. Both in- 
trinsic and extrinsic factors have been impli- 
cated.’ ** *? The disease found at autopsy and 
its clinical correlates may represent a combi- 
nation of intrinsic and extrinsic factors, which 
operate most frequently in conjunction with 
premature birth, maternal diabetes, and birth 
asphyxia. 


INTRINSIC DISEASE 


Infants with intrinsic disease may also show 
evidences of some or all of these manifesta- 
tions described above, if the intrinsic disease 
interferes with oxygenation and hypoxia, or 
if asphyxia becomes part of the clinical pic- 
ture. When this occurs the differential diag- 
nosis of intrinsic disease and extrinsic disease 
becomes more difficult. Reliance must then be 
placed on the history, on specific findings in 
the clinical examination which are typical of 


the disorder in question, and on the roent- 
genographic findings.** 

The physical examination of a distressed in- 
fant is frequently difficult to perform since 
the infant often appears to react adversely to 
handling, particularly if examined outside the 
incubator. A system of examination, which 
may be done rapidly within an incubator 
while the infant is in an oxygen-rich atmos- 
phere, is presented herein. The first portion 
of this examination is visual; the second por- 
tion may be readily carried out through the 
portholes of the incubator. The maneuvers of 
this examination will permit the examiner to 
detect most of the specific findings of the 
most frequently encountered intrinsic diseases. 

Findings suggestive or specific of intrinsic 
disease producing respiratory difficulties in 
the immediate neonatal period are listed in 
table Il. These are findings which are not 
common to the uncomplicated recovery proc- 
ess associated with birth depression. 


TABLE II 
Intrinsic Disease with Respiratory Symptomatology 


Disorder Characteristic Findings on Tends to Occur in 
Physical Examination Association With Reference 
Nasal Obstruction Dyspnea and subcostal retraction in supine 
position Choanal Atresia 16 
Inspiratory click as tongue seals the airway Reserpine administration 17 
briefly to mother, nasophar- 18 


Retraction of head 


yngeal masses 


Diminished air flow through nostrils 


Mechanical inability to 


suck for usual 


periods 
Laryngeal or Upper Stridor or aphonia Laryngeal or tracheal 18 
Tracheal Obstruction Violent deep retraction of subcostal and stenosis or atresia 


supraclavicular areas 
Poor aeration bilaterally 


Tumor masses 
Vascular rings 


Pneumothorax Asymmetry of chest Difficulty in establishing 19 
Poor aeration, restricted chest movement on respiration at birth 20 
involved side Endotracheal __resuscita- 
Depression diaphragm on involved side tion 
Shift of apical impulse to opposite side 
Pneumomediastinum Distant heart tones, with good peripheral Pneumothorax 21 
pulses Subcutaneous emphysema 20 


Distension of neck veins 


Interstitial emphysema 


Apical impulse not readily palpable 


Meconium Pneumonitis Meconium staining of amniotic fluid, skin, Meconium stained amni- 


and nails of infant 


otic fluid 


Coarse irregular opacties on chest roent- Term delivery 


genogram 


Interstitial Pulmonary 
Emphysema (Air Block) 


Increased A-P diameter of chest 


Chest fixed in inspiratory position 
Increased A-P diameter 
Depression of diaphragm 


Poor condition at birth 
Resuscitative measures 


21 
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RESPIRATORY DISTRESS IN THE NEONATE—DESMOND 


STEPS IN THE EXAMINATION OF THE SUMMARY 


DISTRESSED NEONATE 
Outside Incubator: Note contour, symmetry, The complexities surrounding the diagnosis 
and movement of thoracic cage of respiratory problems during the neonatal 
Note color, central and peripheral; note uni- period are discussed. Diseases of the neonate 


formity of color in body areas 


Count respiration for a full minute, noting which g1 ve Ee to respiratory symptomatol- 
character and rhythm of respiration ogy are divided into four groups, that is, in- 
Inside Incubator: Place stethoscope over nose trinsic, extrinsic, combined intrinsic and ex- 
and mouth, noting passage of air, duration of trinsic disorders, and disorders of unknown 


inspiration and expiration, and abnormal res- 
piratory sounds 
Localize maximal apical cardiac impulse with 


etiology. Intrinsic disorders, although less fre- 
quent, comprise most of the treatable emer- 


whole hand gencies of the neonatal period. 

Count apex rate of the heart for one min- Extrinsic disorders, originating in an abnor- 
oo regularity, quality, and intensity of mal intrauterine environment, are more fre- 
sounds 


quently encountered. The source of difficulty 


Stethoscope to chest for extent of air ex- 
change is removed at delivery with the separation of 
Measure liver size in midclavicular line the infant from his unfavorable environment. 
Palpate femoral and brachial pulses The process of recovery undergone by the in- 
Check tone and reflex responses— fant is reflected in.a sequence of cardiopul- 


(1) tone: gently extend lower extremities 


(2) reflex responses (a) toe grasp, (b) stroke = neurolo 
upper lip lightly, noting movement of lips and symptomatology, divi ed into prnpetad phases, 1s 
tongue termed “Transitional Distress.” Similar se- 


TABLE II 
(Continued ) 


Disorder 


Characteristic Findings on Tends to Occur in 
Physical Examination Association With Reference 


Cardiac Failure Cardiomegaly Congenital heart disease 23 
Hepatomegaly Large left to right shunts 
Poor quality of heart tones Congenital pneumonia 


Periorbital edema Intrauterine anemia 


Congenital Pneumonia Excessive mucus, tachycardia, tachypnea, Febrile mother, prolonged 
hyperthermia or hypothermia rupture of BOW 20 


Infant limp, jaundiced, and lethargic Fetal tachycardia 


Diaphragmatic Hernia Shift of apical impulse 20 
Diminished movement of chest and aeration 
of chest on involved side 
Scaphoid abdomen 


Tracheoesophageal Fistula Constant excessive mucus 18 
Choking and cyanosis on feeding 
Immediate regurgitation of feeding 


Unilateral Paralysis of Progressive dyspnea, see-saw movement on Brachial palsy 
Diaphragm inspiration 

Elevation diaphragm on involved side 

Absence abdominal movement on inspiration 


Massive Atelectasis Bell-shaped thorax, obstructive respiration Fetal anoxia 15 


Anemia Due to Pallor, tachycardia, and rapid shallow res- History of abruptio pla- 26 
Blood Loss piration centa, placenta prae- 
Above followed by shock via, incision into pla- 
centa. 


Abrupt onset of symp- 
toms with bleeding in- 
to viscus or into tissues 

when onset occurs lat- 

er in neonatal period 
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quences are shown by infants with intrinsic 
disease, if the intrinsic disease tends to bring 
about hypoxia or hypercapnia in the infant. 

The differential diagnosis of intrinsic and 
extrinsic disorders are discussed, and the more 
frequent physical and roentgenographic find- 
ings of intrinsic diseases are listed. 
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Messag 


Like any human being, I feel a need for concrete evidence that “Ryder has 
been here.” In my mind, there are two ways that this can be done. One is 
through memorials, buildings, or other tangible evidence of what has been 
achieved. The other is the intangible, the ephemeral, like the “good will” that 
can accompany an organization. The latter is, for an organization, good sound 
administration, steady growth, and, most important of all, the working together 
for common goals, It is the latter | want for the AMWA as my evidence. 

As an example of what I mean, in public health, we today face the serious 
problem of the chronically ill and older individual. All too often in a community 
it is not a matter of a lack of facilities and resources, it is the lack of co-ordinating 
these facilities that allows people to fall in the “cracks.” A person is isolated and 
filed away in a nursing home because there are no community services for home 
care, or ends up in a general hospital bed that should be occupied by an acutely 
ill person, because there is no homemaker service to allow that person to go 
home. Or these services may be available, but only to a small group of persons. 
So, in public health, we have been talking to communities about the goal of de- 
veloping a “co-ordinated community care” program. The goal here is continuity 
of care, comprehensive and adequate both as to quality and quantity. 

When we approach a community now that has many services and programs 
for the chronically ill, and yet still has a problem, we suggest that it take four 
steps. First, that it settle down and determine what it has in the form of resources; 
secondly, that it determine the needs of the people in the community; thirdly. 
that it attempt to match up these two items (this will indicate the gaps, and, more 
important, the overlappings); and finally, that it set up a plan of action that in- 
cludes a built-in priority schedule. 

You know, in public health, we used to go out to sell certain glamorous pro- 
grams: multiple screening, for example. We approached small communities with 
these tremendous plans. “Isn’t it wonderful that vou can have a long screening 
line, and you can have 22 tests, and people can go through there and in an hour 
and a half you will know all about them?” The small community looked at it and 
said, “But we don’t have any nurses,” and “We don’t have an outpatient depart- 
ment,” and so on. Well, we grew up. We came to realize that you must tailor the 
program to the community. You do not put out a sm6rgasbord and say “Come 
on boys—take your choice.” If you have ever had smérgasbord you know what 
can happen: you take your plate, you fill it up and then when your plate is full, 
you see the thing you really want. 

(Continued on following page) 
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The plan is the most important step in community organization. Setting a plan 
in motion cannot be done by a single person. It cannot be done by a group of in- 
dividuals working independently. It results from a complete understanding of the 
situation. Yesterday I started the discussion by saying, “If you aren’t thoroughly 
confused, you don’t understand the situation.” I think we need this growing up 
together, perhaps getting confused and then working through the problem, so 
that there is an acceptance, because vou know we don’t move into action just by 
hearing something. We move into action only if we are motivated to do so. 

I have thought of many terms that we could use. The National Health Council 
came out with one that will do very nicely. Their annual report of two years ago 
came out with a very startling cover—“2 plus 2 equals six, 3 plus 3 equals nine, 
x plus v equals infinity.” And the title was Synergism. 

I looked up the definition of this word, and found that it usually refers to mus- 
cular action. A single muscle contracting gives you so much motion, a second 
muscle contracting gives you additional motion, and if you contract the two to- 
gether the sum of action is more than would have been achieved with individual 
action. This is what I would like our association to think about this coming year. 
I would like to see us working together synergistically. I would not be in the 
public health field if I had to have buildings and memorials left to attest to the 
fact that | have made an impact. I am in Public Health so that 20 vears after I 
have been to a community someone can say, “Do you remember the day you 
were here and said something about rehabilitation to us? We just opened up our 
first center.” That is satisfying enough to me. Next vear I would like to see us 
concentrate on evaluating our resources and our needs, determining our gaps and 
overlappings, setting up a plan with priorities, and then when Dr. Brown gets into 
office, she can take the plans and go into action. (From remarks made at the 
AMWA Interim Meeting, Washington, D.C., Dec. 4, 1960) 
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ALBUM OF WOMEN IN MEDICINE 


The Houston Branch of the American 
Medical Women’s Association is honored to 
pay tribute to this outstanding member whose 
wonderful philosophy is, “You should earn 
your way with something you feel joy in do- 
ing.” 

Dr. Ham was born in Georgia but moved 
to Greenville, Miss., at an early age. She re- 
ceived her grade and high school education 
there and then went to Agnes Scott College 
in Atlanta, Ga., where she graduated with a 
B.A. degree. While in college Dr. Ham also 
studied music and partici- 
pated in athletics and vari- 
ous other activities. She 
served as president of the 
Athletic Association and 
the YWCA and was a 
member of the Mortar 
Board. 

After her graduation 
from Agnes Scott College 
she entered the medical 
school of Tulane Univer- 
sity in New Orleans and 
received her medical de- 
gree in 1923. She then 
served an internship at 
Charity Hospital in New 
Orleans. While interning 
she met Dr. P. H. Scardino 
of Houston, Texas, who 
was there learning about the new Insulin 
therapy. He had a large practice in Houston 
and convinced her that Houston was a good 
place in which to begin the practice of medi- 
cine. 

After serving her internship she proceeded 
to Houston and a residency at St. Joseph’s 
Hospital, being the first woman resident in 
Houston. (St. Joseph’s Hospital at that time 
was the largest hospital in Houston, it is still 
one of the larger hospitals and is the third 
largest maternity hospital in this country.) 
Here she became acquainted with the physi- 
cians in Houston and was graciously accepted 
by them. 

It was remarked that she never appeared 
conspicuous, never exhibited her professional 
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knowledge for the mere purpose of show, al- 
though she was always resourceful when oc- 
casion required it. She went about her work 
with a quiet dignity that inspired confidence. 

After her residency at St. Joseph's Hospital 
Dr. Ham became associated with Dr. Scardi- 
no, whose practice was large, and as a conse- 
quence she obtained the rich and varied ex- 
perience to develop her skill in surgery. In 
1930, however, she limited her practice to ob- 
stetrics and gynecology. 

She has continuously been active on the 
obstetrical staffs of Jeffer- 
son Davis (City-County 
Hospital) and St. Joseph's 
Hospital, and is now on 
the consulting staff of both 
hospitals, She was active 
for many years with the 
Health Department of the 
city; at one time a member 
of the Board of Health. 
Dr. Ham has also actively 
supported the civic life of 
Houston—Planned Parent- 
hood, League of Women 
Voters, YWCA (at one 
time a member of the 
Board), Houston Sympho- 
ny Society, Museum of 
Fine Arts, and the Hous- 
ton Opera Association. 

In 1932 Dr. Ham married Gordon Bell 
Hanson, who is president of the Howe-Baker 
Corporation. She took time off from her 
evergrowing practice to rear two daughters, 
both of whom are now married. She has two 
granddaughters. 

In January, 1960, she gave up her obstet- 
rical practice, took a Caribbean cruise, and 
returned to the practice of gynecology. 

Dr. Ham and her husband own a small 
country estate on the edge of Houston, where 
she actively engages in her various hobbies 
such as gardening, sewing, horseback riding, 
and fishing. 

It is with pleasure that the members of 
this branch of the AMWA spotlight Dr. 
Goldie Suttle Ham. —Benjy F. Brooks, M.D. 
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COURSES 


Alcohol Studies. The 1960 session of the 
Yale Summer School of Alcohol Studies will 
be held June 25-July 20, 1961, in New Haven, 
Conn. Lectures, workshops, and seminars will 
comprise the interdisciplinary study of prob- 
lems of alcohol and alcoholism in society. For 
information, the Registrar of the Summer 
School may be contacted at 52 Hillhouse 
Ave., Yale Station, New Haven, Conn. 


Medical Care and Public Health in Norway. 
The University of Oslo, Norway, 1961 sum- 
mer school session will include a special course 
on problems of medical care and public health 
in Norway. The session goes from July 1 to 
August 11, Catalog and application forms may 
be obtained from the Oslo Summer School 
Admissions Office, c/o St. Olaf College, 
Northfield, Minn. The final date for consider- 
ation of applications is March 15, 1961. 


Surgery of the Hand. New York Univer- 
sity Medical Center is presenting a five day, 
full-time course on surgery of the hand, 
March 6-11, 1961. All facets of modern hand 
surgery, including anatomy, physiology, diag- 
nosis, surgical techniques, and management of 
hand lesions will be covered by the NYU and 
guest faculties. Applications may be obtained 
from the Associate Dean, NYU Post-Gradu- 
ate Medical School, 550 First Ave., New York 
City 16. 


FELLOWSHIPS 


Obstetrics and Gynecology. The American 
Association of Obstetricians and Gynecolo- 
gists announces the establishment of the James 
W. Kennedy Memorial Travel fellowship, 
providing $6,000 for a vear of graduate study 
in a foreign country in obstetrics and gyne- 
cology or an allied field. Candidates must have 
had a minimum of three years of residency 
training in obstetrics and gynecology, and 
may be full-time members of a department of 
obstetrics and gynecology of a medical school 
in the United States or Canada. Applications 
may be obtained from Dr. Francis B. Carter, 
Chairman of the Committee, Dept. of Obstet- 


Opportunities for Women in Medicine 


rics and Gynecology, Duke University \edi- 
cal Center, Box 3705, Duke Station, Durham, 
N.C. The deadline for completed applications 
is March 1, 1961. 


Steroid Biochemistry. Specialized programs 
have been established in Worcester, Mass., and 
Salt Lake City, Utah, to train investigators on 
both the post- and predoctoral levels in the 
theoretical and methodological aspects of the 
biochemistry of steroids and related com- 
pounds. Lectures, planned laboratory work, 
and research will be offered. The Worcester 
Foundation for Experimental Biology, 
Shrewsbury, Mass., with Clark University, 
Worcester, and the University of Utah, Salt 
Lake City, is presenting the training programs 
under the sponsorship of the National Cancer 
Institute, National Institutes of Health, U.S. 
Public Health Service. 

Postdoctoral fellows will receive stipends of 
$5,500 for a one-year period; predoctoral fel- 
lows (accepted only at Worcester) will re- 
ceive stipends of $1,800 for a six-month pe- 
riod. The final date for receipt of completed 
applications is June 1, 1961. Information and 
applications may be obtained from either of 
the following: Dr. Kristen Eik-Nes, Depart- 
ment of Biochemistry, College of Medicine, 
University of Utah, Salt Lake City, Utah; Dr. 
William R. Nes, Department of Chemistry, 
Clark University, 950 Main St., Worcester, 
Mass. 


MEETINGS 


Allergy. The seventeenth annual congress 
and postgraduate course of the American Col- 
lege of Allergists will be held in Dallas, Texas, 
March 12-17, 1961. Information may be ob- 
tained from Dr. John D. Gillaspie, Treasurer, 
2141 14th St., Boulder, Colo. 


Psychoanalysis. “Distorted Communication 
in the Psychoneurotic” will be the subject of 
a panel discussion at the New York Academy 
of Medicine, New York City, on Feb. 15, 
1961, at 8:30 p.m. The speakers include Drs. 
D. A. Barbara, Martin Symonds, R. L. Sharoff, 
and J. A. Meerloo. The program is presented 
by the Association for the Advancement of 
Psychoanalysis. 
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Dr. Frances A. ALLEN of Newton, Kan., 
is serving as president of the Greenwood, 
Kan., Medical Society for 1960-1961. 


Among the faculty of the thirteenth annual 
postgraduate course on diseases of the chest— 
“Recent Advances in the Treatment of Dis- 
eases of the Heart and Lungs”—sponsored by 
the American College of Chest Physicians and 
held in New York City, were the following 
women physicians: Drs. Dororay H. ANpER- 
seN and Juxia Jones of Columbia University 
College of Physicians and Surgeons; and Dr. 
Lincoin, of New York University Col- 
lege of Medicine. All are from New York 
City. 


‘Japanese Vegetables,” an essay, won for 
Dr. ExrzapetH B. ANperson, of the Oak 
Ridge Institute of Nuclear Studies, the rank 
of runner-up in the 1960 annual contest in 
nonmedical writing sponsored by the Ameri- 
can Medical Writers’ Association. Certificates 
were presented to the winners at the Associa- 
tion’s annual meeting in November, 1960. 


Dr. Beatrice B. Berte of Bellevue Hospi- 
tal, New York City, a participant at the 1960 
White House Conference on Children and 
Youth, discussed the effects of the popula- 
tion’s mobility on the health of young per- 
sons. 


Dr. BerrHa A. Bouroncoe, Associate Pro- 
fessor of Medicine at Ohio State University, 
was on the faculty of the American College 
of Physicians’ postgraduate course, “The 
Place of Hematology in Internal Medicine: 
With an Introduction to Radioisotope Tech- 
nics and Their Application.” The course was 
presented in September, 1960. 


Dr. MAvecatne Ray Brown of the Harvard 
Medical School was featured in the Oct. 26, 
1960, issue of Scope Weekly. Dr. Brown, who 
has had multiple sclerosis for almost 33 years, 
was shown conducting a seminar, attending a 
lecture, and reading with the help of a push- 
button page turner. 


Dr. Duvenct, formerly Research As- 
sociate and Charlton Fellow at the Tufts Lung 
Station of Boston City Hospital, has returned 
to Ankara, Turkey, where she will teach and 
do research in diseases of the chest. 


J.A.M.W.A.—January, 1961 


News of Women in Medicine 


Dr. Avice Errincer, Roentgenologist-in- 
Chief at the Pratt Clinic-New England Cen- 
ter Hospital and Professor and Chairman of 
the Radiology Department at Tufts Univer- 
sity School of Medicine, was featured in a 
recent issue of Scope Weekly. She first came 
to the United States in 1932 as a Bingham Fel- 
low. “ ‘Years and years later,’ she says with a 
smile, ‘I learned that when Dr. Pratt heard 
who was coming over, he asked, “Haven't 


999 


you got a man? 


Dr. LypiA G. Giperson, Assistant Vice- 
President of Metropolitan Life Insurance Co.., 
was voted “Outstanding Professional Woman 
of the Year” for 1960 by the Business and 
Professional Women’s Clubs of New York 
State. 


Drs. RutH J. GurrMann and R. Dorotny 
SUNDBERG were among the speakers at the 
1960 annual session of the Medical Society of 
Michigan. 


Dr. ExizaBetH Mason Hout of Los Ange- 
les was the subject of a biographical sketch 
that appeared in the Sept. 21, 1960, issue of 
Scope Weekly. Given prominence in the arti- 
cle were her activities as founding president 
of the Pan American Medical Women’s Al- 
liance, former president of AMWA A, and also 
her talents as rug-maker and stamp collector. 


Dr. Frances L. Ine, Director of the Gesell 
Institute of Child Development, was featured 
in an article in Scope Weekly, Feb. 24, 1960. 
Dr. Ilg, described as “clinician, researcher, au- 
thor, and newspaper columnist,” was associ- 
ated with Dr. Gesell on the many books on 
the behavior of infants and children, and is 
coauthor of a recent book, “Child Behavior.” 


Dr. OLGA Jonasson, winner of an AMWA 
Scholastic Honorable Mention Citation in 
1958, has become the first woman surgical res- 
ident at the Research and Education Hospital 
of the University of Illinois. She received her 
appointment in July, 1960, after spending a 
year as research assistant in the Hospital’s De- 
partment of Surgery. 


In Iraq, an extensive government program - 
of maternal and child care services, in which 
the United Nations Children’s Fund is co- 
operating, is being headed by an American- 
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trained woman physician, Dr. SALMA SHAIKH 
Nuri. Dr. Nuri will be concerned with im- 
plementing the “bill of rights for children” 
recently proclaimed by the government of 
Premier Abdul Karim Kassim. The bill of 
rights guarantees health and educational serv- 
ices. 


“Physical Examination of the Newborn,” a 
medical film by Dr. Mary D. Otney of the 
University of California, was shown to the 
clinical meeting of the AMA in Washington 
in November. The film was sponsored by 
Pfizer Laboratories. 


Dr. Jean Jones Perpvug, the recently in- 
stalled President of the Heart Association of 
Greater Miami, Florida, and the first woman 
to hold this position, stated that women will 
be the cause of decrease in major health prob- 
lems because of their ability to educate the 
public and raise funds for research. 


Dr. Rurn Pick, Assistant Director of the 
Michael Reese Medical Center, Chicago, ap- 
peared in a photo on the front page of Scope 
Weekly, Aug. 10, with three students doing 
volunteer research work. Both students and 
physicians involved in the summer programs 
have echoed praise for the experience they re- 
ceived in this program. 


Dr. Evirn L. Porrer, on the staff of the 
University of Chicago Medical School, was 
one of the lecturers to appear before high 
school seniors who had indicated an interest 
in the study of medicine. 


At the Conference on New Diuretics and 
Antihypertensive Agents held May 5-6 under 
the auspices of the New York Academy of 
Sciences, Section of Biological and Medical 
Sciences, Dr. Barnara ReNNICcK of Syracuse 
University spoke on “Animal Pharmacology 
of the Newer Diuretics—Benzothiadiazines, 
Spirolactones, Phthalimidine.” 


Dr. Grace M. Rorn, Consultant, Vascular 
Laboratory, Lovelace Clinic, Albuquerque, 
N. Mex., was a discussion leader of a fireside 
conference, “Role of Adrenals in Hyperten- 
sion,” at the American College of Chest Phy- 
sicians’ twenty-sixth annual meeting in Miami 
Beach, Fla., June 8-12. 


The following women physicians recently 
received promotions (the first two listed) and 
appointments at Temple University Medical 


Center, Philadelphia: Marrua FE. SourHarp, 
Associate Professor of Radiology; Mary R. 
Wester, Assistant Professor of Anesthesiolo- 
gy; Herta Maria Scurom, Associate Profes- 
sor of Pediatrics, and Ropertra M. SHERWIN, 
Instructor in Internal Medicine. 


Dr. Micprep Law Snyper of Middletown, 
Ohio, was honored Jast year by the Oxford, 
Ohio, Chamber of Commerce and the Oxford 
Press, and was presented with an inscribed sil- 
ver tray. A local newspaper report noted, “It 
is believed that over 100 infants have been 
named ‘Mildred’ in her honor.” 


Dr. Priscitta Wuire, Assistant Professor of 
Pediatrics at Tufts Medical School and mem- 
ber of the Joslin Clinic in Boston, gave the 
annual Banting Memorial Lecture at the twen- 
tieth annual meeting of the American Dia- 
betes Association. Her subject was “Child- 
hood Diabetes: Its Course and Influence upon 
the Second and Third Generations.” 


Branch News: 


A mock trial, “The Doctor Takes the Wit- 
ness Stand,” was held in October, 1960 by 
BrancH Two, Cuicaco. Local educators, 
dentists, and members of the Women’s Bar 
Association participated in the program. 
Branch Two’s November meeting featured 
a talk by Mr. John Ott on “Similar Growth 
Responses of Plants and Animals to Variations 
of Light Energy.” 

“Prevention and Control of Infections” was 
discussed by two physicians at the Branch 
meeting for January. Drs. Natalie Shuckmell 
and Mack Lepper were the speakers. In Feb- 
ruary members of the Branch will hear Drs. 
Pauline Cooke and Andree Zalis, presenting 
“Recent Advances in Electroencephalogra- 
phy.” 

Winning research papers entered by resi- 
dents, interns, and senior medical students in 
a contest sponsored by the Branch will be 
featured on the April program. The 95th An- 
niversary of the Mary Thompson Hospital 
will be commemorated at the same meeting. 
Branch Two’s formal program for the year 
will conclude with the annual meeting and 
installation of officers in May. 
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D ramam Nn ... the classic drug for vertigo 


brand of di hydrinat 
mene“ eaused by labyrinthine disturbance. 


Each scored, yellow tablet contains 50 mg. 
of dimenhydrinate, U.S.P. 
Average dose: 1 or 2 tablets 3 or 4 times daily. 


Dramamine is available in 4 dosage forms: 
Tablets, Liquid, Supposicones® and Ampuls. 


also available for vertigo with anxiety and depression 


Dramamine-D® 


dimenhydrinate with d-amphetamine sulfate 


controls symptoms ...improves mood 
Average dose: 1 tablet 2 or 3 times daily. 


RESEARCH IN THE SERVICE OF MEDICINE 
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TRICHOMONAS 
MONILIA 


pectunn BACTERIA 
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effective medication 


in an appealing form 


Soft and pliant as a the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


~@)\)/ COVERS CERVIX AND VAGINAL WALL -The pliant Milibis suppository 


(AY) 


disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE-The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


Vaginal Suppositories 


Now supplied with 
plastic applicator 


SANITARY 
SUPPLIED: BOXES OF 10 « INSURES CORRECT *97 per cent effective in a study of 564 cases; 


with eaten SUPPOSITORY PLACEMENT 94 per cent effective in a series of 510 cases. 
Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off, 


LABORATORIES 
New York 18, N.Y. 
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his first cereal... 


like his first formula...needs your guidance 


mother looks to you 


Baby’s first cereal can be his introduction to adult eating—an experience 
which can help set good eating habits for the rest of his life. Mother 
looks to you for help in making the right diet choices for her infant. Your 
advice is as important as it was when you prescribed his first formula. 


meets baby’s needs at this critical point 
PABLUM brand cereals are formulated especially to fill the infant’s 
needs for important minerals—especially iron—and for proteins, vita- 
mins, carbohydrate, and calories. Available in five varieties—Rice, 
Mixed, Oatmeal, Barley, and High Protein—PABLUM cereals are 
highly useful in taste training. 


your assurance of nutritional excellence 
Mead Johnson applies the same rigorous controls to the manufacture 
of PABLUM cereals as it does to its other nutritional products and its 


pharmaceuticals. Your specification of PABLUM is assurance of sound 
nutrition in cereals for your patients’ first few years. 


Specified by physicians for nearly 30 years 


Mead Johnson 


= Symbol of service in medicine 


re 33460 j 


BiB ju 
lusive BiB Feature: 

All BiB juices—Orange, Apple, White Grape, 
Pineapple, Prune-Orange, Orange-Apricot, and 
Tomato—are standardized to protective vitamin 
C levels with Acerola, the richest known natural 
source of vitamin C.!2 Each ounce of all BiB 
juices—citrus or non-citrus— provides more than 
the minimum daily requirement of vitamin C for 
infants. 


» 


Ly} 


Hypoallergenicity and improved tolerance are 
achieved through special processing which re- 
duces the seed protein and peel oil content to neg- 
ligible quantities. In a clinical study with Acerola, 


335R60 


NOW...high natural vitamin C 
in a wide variety of flavors 


ACEROL 


“No reactions occurred from ingestion or from 
skin and intradermal tests with Acerola juice.’ 


. Wide Variety at an Earl Age 


BiB juices permit early introduction of a wide 
variety of flavors—valuable in taste-training the 
infant. Special process assures free flow through 
bottle nipple; ideal for spoon or cup feeding, too. 
BiB juices require no reconstitution, no heating, 
no defrosting. All mother does is open the can of 
BiB juice and it’s ready for feeding. 


References: (1) Asenjo, C. F, and Freire de Guzman, A. 
R.: Science 103:219 (Feb. 22) 1946. (2) Clein, N. W.: J. 
Pediat. 48:140-145 (Feb.) 1956. 


Mead Johnson 


Symbol of service in medicine 
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MORETHAN A MILLION AMERIGANSSCHOOL CHILDREN 
ARE DOOMED TO EVENTUAL D Al LUNG CANCER 
PRESENT TRENDS CON ITINUE. the American Health Associ 


ation made this prediction last Fall and calle upon “health to undertake a 
Broad educational effort, especially among young people, to preve! smoking.” 


__. How is this to be done, doctor? As a p rtial answer, the Atmerican Cancer Society has 
a filmstrip, TO SMOKE OR NO’ TO SMOKE, based on a recently completed 
_ study of thousands of high’sehe@el students. Intended for presentation in high school class- 
this filmetrip is available mom the Society's 60 Divisions throughout the country. 
_ | 3uG the efectiveness of this educational tool will depend on the support of the entire 
 eonamunity teachers, parents and, most of all, physicians. Many physicians are already 
: as their support by participating in the presentation of the filmstrip. 

| @9 fists another example of how the medical profession and the American Canéer Society 
' am cooperate in essential public education in the fight against cancer. 


AMERICAN GANCER SOCIETY 
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objective: \Q Here are five reasons why: 


cs Provera is the only commercially 
4 available oral progestational agent 
( Nn that will maintain pregnancy in 
critical tests in ovariectomized animals. 
Ta ‘ q It is four times as potent (by castrate 
e u S 4 assay) as any other progestational 
\ agent. No significant side effects have 
been encountered. It is available for 
both oral and parenteral 


complication: administration. And, finally, 


Provera gives the economy of 


effective action from small doses. 


threatened | @ Provera 


Medroxyprogesterone acetate, Upjohn. 
In scored tablets 2.5 mg. and 10 mg. 


abortion Depo-Provera“ 


Sterile micronized medroxyprogesterone acetate 
(17-alpha-hydroxy-6-alpha-methyl-progesterone acetate). 
50 mg. per cc. In 1 cc. and 5 cc. size vials. 


For premenstrual tension Provera plus 
ind icated: i diuretic plus tranquilizer adds up to logical therapy. 


Each Cytran** tablet contains 2.5 mg. Provera, 
5 mg. Cardrase* (ethoxzolamide), and 


f 300 mg. Levanil* (ectylurea). 
TO \ e Ya The Upjohn Company, Kalamazoo, Michigan 


*TRADEMARK REG. U.S. PAT. OFF. **TRADEMARK 
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/ ff WU 
prevention of “next-morning sickness with 
a single bedtime dose 


BRAND OF MECLIZINE HY 


a record of effectiveness. exce]- 


lent toleration. and economy 


IN BRIEF \ 


BONINE (meclizine hydro- 
chloride) is the dihydrochlo- 
ride of 1-p-chlorobenzhydryl- 
4-m-methylbenzylpiperazine, 
an antihistaminic-anticholin- 
ergie compound for preven- 
tion and relief of nausea and 
vomiting due to a variety of 
causes. 


cated, mild and/or transient 
and consist of occasional 
drowsiness, dryness of the 
mouth, and blurred vision. 
There are no known contra- 
indications to BONINE. 


PRECAUTIONS: As with other 
antihistaminie compounds, 
the physician should inform 
patients of the need for 
caution in driving a ear or 
when engaged in other ae- 
tivities requiring alertness. 


INDICATIONS: Valuable in the 
symptomatic relief of nausea 
and vomiting of pregnancy. 
Also indicated for motion 
sickness, radiation sickness, 


vertigo associated with Méniére’s syndrome, labyrin- SUPPLIED: BONINE Tablets, seored, tasteless, 25 mg. 
thitis, fenestration procedures, vestibular dysfunction, and BONINE Chewing Tablets, mint-flavored, 
dizziness associated with cerebral arteriosclerosis. 25 mg. BONINE Elixir, cherry-flavored, 


95 
. 2.5 mg. per teaspoonful (5 ee.). 
ADMINISTRATION AND DOSAGE: For control of nausea and 12.5 mg. per teaspoo (5 ee.) 


vomiting of pregnancy, a single dose of 25 to 50 mg. at 
bedtime is usually effective. For dosage schedules in other 
indications, see package insert. 


only rarely does one drug meet so well 
the needs of one condition 


SIDE EFFECTS: Not a phenothiazine, the side effects re- More detailed professional information 
ported in association with BONINE have been uncompli- available on request. 


PFIZER LABORATORIES Division, Chas. Pfizer § Co., Inc. Brooklyn 6, N.Y. / Science for the world’s well-being™ 
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Time present and time past 
Are both perhaps present in time future. 
—T. S. Eliot 


The American Medical Women’s Association takes great pleasure in ex- 
tending congratulations to its member, 


on her recent appointment as personal physician to the President of the 


United States, John F. Kennedy. 


“The choice of Dr. Travell as White House 
physician is another proof of the growing 
appreciation, in this country, of the role of 
women in medicine. This should give to other 
young women who are considering a medical 
career added strength in their resolve to enter 
this profession.” 


—Claire F. Ryder, President 
AMWA 
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HYPOTENSIVE... 


without a chain of side reactions 
® 


a conservative, safe amount of reserpine combined with BUTISOL 
sopIUM® butabarbital sodium. Each tablet or teaspoonful contains 


15 mg. Butisol and 0.1 mg. reserpine — for relaxation without 
depression. 


Butiserpine Tablets « Elixir» Prestabs® Butiserpine R-A 


(Repeat Action Tablets) 


McNEIL LABORATORIES, INC. 


PHILADELPHIA S32, PA. 


3 


faster recovery, greater comfort 
for your OB-GYN patents 


Administered before and after cervicovaginal surgery, irradiation, delivery, 
and office procedures such as cauterization, FURACIN CREAM promptly controls 
infection; reduces discharge, irritation and malodor; hastens healing. FuRACIN 
CREAM is active in the presence of exudates, yet is nontoxic to regenerating 


tissue, does not induce significant bacterial resistance nor encourage monilial 
overgrowth. 


FURACIN CREAM 


BRAND OF NITROFURAZONE 


FurAcIN 0.2% in a fine cream base, water-miscible and self-emulsifying in body fluids. Tubes of 
3 oz., with plastic plunger-type vaginal applicator. Also available: Furacin Vaginal Suppositories. 


l } THE NITROFURANS —a unique class of antimicrobials 
N 
” ° EATON LABORATORIES, NORWICH, NEW YORK 
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You can- 
and should- 
adjust 
dosage 

with Orinase 
just as 

you do with 
insulin 


Prescribe enough 
Orinase to 
release enough 
native insulin 


A slight upward adjustment of 
Orinase dosage is often the 
only step needed to establish 
or regain optimum control of 
diabetes. The increase serves 
to make available the amount 
of Orinase-released native 
insulin required by the 
patient. The change may be 
made freely, to 3 grams or 
more a day, because Orinase 
has virtually no “ceiling” 
imposed on dosage by toxicity 
or untoward effects. 


To maintain smooth control, 
to avoid needless “secondary 
failures,” give sufficient 
Orinase to meet the varying 
needs of different patients 
or the varying needs of an 
individual patient. 

1. CASE DATA COURTESY HENRY DOLGER, M.D. 


EACH TABLET CONTAINS: 
0.5 GM. 
"Trademark, Reg. U.S. Pat. Off.—to!butamide, Upjohn 


Orinase (grams| day) 


6/12/57 () 
LU) Su 


1.0 


10/2/57 1.0 


11/29/57 l ¢ 


2/14/58 3 ¢ ~ 


1/17/58 3.0 


3/28/58 9 () 


5/5/58 1.5 Ly 


Actual doses used to maintain optimum control 
in patient J.S., male, age 54* 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


* 
For those 
diabetics who 
won't stick 


to their diets, 
add appetite- 


suppressing 
Didrext 
benzphetamine, 
( An exclusive methyl “governor” 
50 mg. per tablet). fre 
prevents hypoglycemia 
tTrademark 
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American Medical Women’s Association. Inc. 


BRANCH OFFICERS, 1960-1961 


(Continued from Page 32) 


THIRTY-NINE, BOSTON, MASSACHUSET 15S 

President: Emma V. Merola, M.D., 114 Church St., 
Waltham 54, Mass. 

Secretary: Esther Silveus, M.D., 63 Bay State Rd., 
Boston. 

Membership Chairman: Dera Kinsey, M.D., 134 Wel- 
lesley St., Weston, Mass. 


FORTY, DALLAS, TEXAS 
President: Harriet Nora Rogers, M.D., Courthouse. 


as. 
Secretary: Mary Agnes Hopkins, M.D., 1035 Medical 
Arts Bldg., Dallas. 


FORTY-ONE, SOUTHEAST VIRGINIA 
President: Hertha Riese, M.D., Route 2, Box 397, 
Glen Allen. 
Secretary: Maysville Owens Page, M.D., 2904 Rugby 
Rd., Richmond. 


FORTY-TWO, HOUSTON, TEXAS 
President: Benjy F. Brooks, M.D., 1506 Medical 
Towers, Houston 25. 
Secretary: Karin Aileen Petri, M.D., 4119 Montrose 
Blvd., Houston. 


FORTY-THREE, THE ALAMO, 
SAN ANTONIO, TEXAS 
President: Normabelle H. Conroy, 519 Beesley Drive, 
San Antonio. 
Secretary: Eva Foti, 547 Timberland Drive, San An- 
tonio 


Membership Chairman: Pearl Zink, M.D., 615 Medi- 
cal Arts Bldg., San Antonio. 


FORTY-FOUR, MARICOPA, PHOENIX, 
ARIZONA 


President: Zdenka Hurianek, M.D., 4115 N. 10th, 
Phoenix. 

Secretary: Helen Davis, M.D., 3337 E. Mitchell Drive, 
San Antonio, Phoenix. 


FORTY-FIVE, TUCSON, ARIZONA 
President: Virginia C. Van Meter, M.D., 3365 E. 
Second, Tucson. 


FORTY-SIX, UTAH 


President: Johanna Dieckman, M.D., 868 Second Ave., 
Salt Lake City. 


FORTY-SEVEN, COLORADO 
President: Thelma Perozzi, M.D., 1140 Elm St., Den- 
ver 20. 
Secretary: Maryethel Meyer, M.D., 1677 Wadsworth 
Ave., Lakewood. 


FORTY-EIGHT, 
NORTHWEST INDIANA 
President: Dorothy Ruth Darling, M.D., 807 Fayette 
St., Gary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 


FORTY-NINE, KENTUCKY 
President: Peggy Howard, M.D., 2116 Edgehill Rd., 
Louisville. 
Secretary: Letitia Kimsey, M.D., 101 W. Chestnut St., 
Louisville. 


FIFTY, BROWARD COUNTY 
(FORT LAUDERDALE). FLORIDA 
President: Anne L. Hendrichs, M.D., 2925 Poinsettia 
St., Fort Lauderdale. 
Secretary: Garland Johnson, M.D., 401 S.E. 25th Ave., 
Apt. 402, Fort Lauderdale. 


FIFTY-ONE, AUGUSTA, GEORGIA 
President: Martha S. McCranie, M.D., 742 Lancaster 
Rd., Augusta. 
Secretary: Billie La Motte, M.D., Medical Building, 
Fifteenth Street, Augusta. 


FIFTY-THREE, WESTERN VIRGINIA 
President: Duvahl B. Ridgway, M.D., 108 Professional 
Bldg., Roanoke. 
Secretary: Pauline Davis Carmichael, M.D., 3039 Wil- 
low Rd., N.W., Roanoke. 


FIFTY-FOUR, ALASKA 
President: Gloria K. Park, M.D., 2502 E. 20th, An- 
chorage. 
Secretary: Yurn Ock Dunn, M.D., 1221 15th Ave., 
Anchorage. 


Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 
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® WITH MEPROBAMATE 


HYDROCHLOROTHIAZIDE 


ise 


inal congestion 


HYDRODIURIL 
abdom 
... CYCLEX suppl 


for MOOD-CHANGES 


nausea, mala: 


10n 
10n 


West Point, Pa. 


tability, tens 
for GI DISTRESS... CYCLEX affords qu 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. 


ht gain, breast fullness 
ness, irri 


weig 
uing until the onset of menses. CYCLEX may be continued 


diuresis of HYDRODIURIL for rapid reduction of 
the effective relief of meprobamate for nervous- 
SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 
day, beginning on the first morning of symptoms and contin- 
through the menstrual period. 

Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on request. 
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acting relief of nausea and bloating assoc 


with premenstrual tens 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co., INc. 
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effective 

therapy 
in the 
critical 


Powder 


The buffered acid vaginal douche with low surface tension 


The normal pH of the vagina (3—4.5) inhibits the growth of most 
pathogens, but several factors such as menstruation and vaginal in- 
fections may cause the vaginal pH to rise . . . thus promoting greater 
growth of pathogens. 


A simple acid douche will restore normal vaginal pH, but it is quickly 
neutralized by the alkaline mucosa and pH rises again. An effective 
therapeutic agent must be buffered to maintain the pH for several 
hours and must also be able to penetrate the folds of the vaginal 
mucosa for effective cleansing. 


FORMULA: Ammonium Alum, Boric Acid, Phenol, Eucalyptol, 
Berberine, Menthol, Thymol and Methyl Salicylate. 
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A Massengill Powder douche 
provides etfective therapy 


because it: 


1) RESISTS NEUTRALIZING 


The buffered acid douche solution of Massengill 
Powder (pH 3.5-4.5) resists neutralizing. And 
this normal, low pH is maintained for 4 to 6 hours 
in ambulant patients . . . and as long as 24 hours in 


recumbent patients. 


@ INHIBITS PROPAGATION OF PATHOGENS 
Low pH of Massengill Powder solution inhibits 
propagation of monilia, trichomonas vaginalis and 
pathogenic bacteria while simultaneously pro- 


moting growth of beneficial Déderlein bacilli. 


3) PENETRATES VAGINAL MUCOSAL FOLDS 
Low surface tension of Massengill Powder solution 


is 50 dynes/cm. (vinegar is 72 dynes/cm.). This 


enables it to penetrate and cleanse folds of the 
vaginal mucosa. And this low surface tension makes 


cell walls of infecting organisms more susceptible 


to therapy. 


4) WON’T DEVELOP RESISTANT STRAINS 
Because normal pH is restored, normal environ- a 
ment is created . . . pathogens can’t thrive . . . re- x 
sistant strains can’t develop as with antibiotics. _ 

@ 's AccePTABLE TO PATIENTS 
Clean, refreshing fragrance of Massengill Powder . | 4 


is acceptable to the most fastidious. Solutions are 
easily prepared, convenient to use, nonstaining . . . 


also mildly astringent and soothing to inflamed 


mucosa. 


Write for samples and literature 


THE S.E. Miassencice COMPANY 
BRISTOL, TENNESSEE 
KANSAS CITY « NEW YORK « SAN FRANCISCO et 
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Eva F. Donce Junior Brancu 
Universiry oF ARKANSAS 
President: Betty Sue Ball, 7419 Illinois, Little Rock. 
Secretary-Treasurer: Pat Livingston, University of 
Arkansas Medical Center, Little Rock. 
Sponsor: Eva Dodge, M.D., University of Arkansas 
Medical Center, Little Rock. 


Baytor UNiversiITY 
President: Audrey Posey, 2561 N. MacGregor Way, 
Apt. 36, Houston, Texas. 
Secretary-Treasurer: Mary Propes, Texas Medical 
Center, Houston 25, Texas. 
Sponsor: Ruth Hartgraves, M.D., 1208 The Medical 
Towers, Houston 25, Texas. 


EvizasetH BLAcKWELL JUNIOR BraNcu, 
University OF BUFFALO 
President: Dolores Falcone, 9 Wadsworth St., Buffalo, 
N.Y. 
Secretary: Marie deCorse, 299 Parkridge Ave., Buffalo, 


Sponsor: Lois J. Plummer, M.D., 263 Eden Avenue, 
Buffalo, N.Y. 


Cuicaco CENTER 
President: J. Joanne Hoover, 2712 N. Fairfield Ave., 
Chicago 47. 
Secretary: Marie Cortelyou, 1908 W. Ogden, Chi- 
cago. 
Sponsor: Elizabeth A. McGrew, M.D., 1853 W. Polk 
St., Chicago 12. 


EstHer C. Martine Junior Brancu, 
Cincinnati, 
President: Jo Ann Heck, 503 Hale Ave., Cincinnati. 
Secretary: Melba Merritt, 3305 Milton Ct., Cincinnati. 
Sponsor: Esther C. Marting, M.D., 2314 Auburn Ave., 
Cincinnati. 


FLorENcE SaBIN JuNioR Brancu, 
University or CoLtorapo 
President: Mrs. Helen Gerash, 638 Jasmine Way, 
Denver. 
Secretary: Mrs. Sonia Ryan, 4200 E. Ninth Ave., Den- 
ver 20. 
Sponsor: Virginia Lanier, M.D., 1750 E. 19th Ave., 
Denver 18. 


Mepicat or GeorGia 
President: Roslyn Seligman, Medical College of 
Georgia, University Place, Augusta. 
Secretary: Beverly Belk, 2104 Gardner St., Augusta. 


Sponsor: Lou Woodward, M.D., 5-D Country Club 
Apts., Augusta. 


HAHNEMANN Mepicat CoLLece 
President: Mrs. Joyce Katz, 4939 N. 12th St., Phila- 
delphia 41. 
Sponsor: Elizabeth B. Brown, M.D., 1930 Chestnut 
St., Philadelphia. 


SOUOIUM OLEATE... 


JUNIOR BRANCH OFFICERS, 1960-1961 


Howarp UNIvErsITY 


President: Anita Iona Austin, Howard University 
College of Medicine, Washington 1, D.C. 
Secretary: Jackie Williams, Howard University Col- 
lege of Medicine, Washington 1, D.C. 
Sponsor: Claire F. Ryder, M.D., M.P.H., Chronic 
Disease Program, U.S.P.H.S., Washington 25, D.C. 


University oF ILLINOIS 


President: Nancy J. Gubisch, 5650 N. Richmond, 
Chicago. 

Secretary: Judith L. Marsden, 818 S. Wolcott, Chicago, 

Sponsor: Elizabeth A. McGrew, M.D., 1853 W. Polk, 
Chicago. 


University oF NEBRASKA 


President: Marilyn Stauber, 109 So. 32nd Ave., Omaha. 

Secretary: Mona Bomgaars, Conkling Hall, University 
of Nebraska, College of Medicine, Omaha. 

Sponsor: Mary Jo Henn, M.D., University of 
Nebraska, College of Medicine, 42nd and Dewey 
Ave., Omaha. 


Onto State UNIVERSITY 
President: Gretchen Wagner, 242 S. Chesterfield, 
Columbus. 
Secretary: Connie Burden, Box 65, Wopakonita, 
Ohio. 
Sponsor: Helen P. Graves, M.D., 3821 Maize Rd., 
Columbus. 


UNIversITY OF OREGON 
President: Rosemary Stevens, 3825 S.E. Ankeny, Port- 
land. 
Secretary-Treasurer: Joanne Jene, 6400 S.E. Lake Rd., 
Milwaukie. 
Sponsor: Miriam Luten, M.D., 308 Taylor St. Bldg., 
919 S.W. Taylor, Portland 5. 


University oF Puerto Rico 
President: Evelyn Cintron-Ruiz, Lopez Landron #1520, 
Santurce. 
Secretary: Ina Rosa Serrano, Lopez Landron #1520, 
Santurce. 
Sponsor: Dharma L. Vargas, Ave Gonzalez #1106, Rio 
Piedros. 


St. Louis University Scuoot or Mepicine 


President: Marie R. Badaracco, St. Louis University 
School of Medicine, St. Louis 4. 

Sponsor: Joan Goebel, M.D., 5128 Jamieson Ave., St. 
Louis 9. 


Georce WASHINGTON UNIVERSITY 


President: Benne Bendler, 1610 16th St., N.W., Wash- 
ington, D.C. 

Secretary: Anita Iff, 4448 Manchester Lane, N.W., 
Washington, D.C. 

Sponsor: Elizabeth S. Kahler, M.D., 2600 36th St., 
N.W., Washington 7, D.C. 
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The Preferred* Antacid 


Tasty... 
Minty Fresh... 
Non-Gritty 


For Immediate 


and Prolonged 
Relief in 
Peptic Ulcer 
and 
Hyperacidity 


*Preferred for 
potency 


¢ immediate relief 
(within seconds) 


e lasting effect 
(4 hours or more) 


milk-like action 
¢ fresh minty taste 
¢ non-chalky smoothness 


e freedom from effect on 
intestinal function 


TITRALAC® TABLETS 


May be chewed, dissolved 
in mouth, or swallowed 
with water. Each white, 
mint-flavored tablet con- 
tains glycine 0.18 Gm. and 
Ca carbonate 0.42 Gm. 
Bottles of 100. 


TITRALAC’ LIQUID —~ 


For relief in a teaspoonful 
—not ounces or table- 
spoonfuls. Each 5 ce. tea- 
spoonful of white, mint- 
flavored liquid contains 
glycine 0.30 Gm. and Ca 
carbonate 0.70 Gm. Bottles 
of 8 fluid ounces. 


Northridge, California 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 


may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 


urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 


the kidney from the lower urinary tract.” ae 


to eradicate the pathogens no matter the pathway 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 

Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


" NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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Isoxsuprine hydrochloride, Mead Johnson 


relieves uterine spasm and hypermotility by direct relaxant action on uterine muscle* 
proved effective clinically with a low incidence of side effects* 


dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 tablets) three or four times daily 24 to 72 hours prior to 
expected onset of menstruation. Continue until pain has been averted. 


supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls (5 mg./cc.) for intramuscular use, boxes of 6. 


*Voulgaris, D. M.: Obst. & Gynec. 75:220-222 (Feb.) 1960. 


Mead Johnson 


Symbol of service in medicine 
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